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PROVEN EFFECTIVE 
FOR THE TENSE AND 
NERVOUS PATIENT 


**There is perhaps no other drug introduced in 
recent years which has had such a broad spec- 
trum of clinical application as has meproba- 
mate.* As a tranquilizer, without an autonomic 
component in its action, and with a minimum 
of side effects, meprobamate has met a clinical 
need in anxiety states and many organic diseases 
with a tension component. 9% 

Krantz, J. C., Jr: The restless 
patient — A psychologic and 


pharmacologic viewpoint. 
Current M. Digest 


the original meprobamate, discovered and introduced by 
WALLACE LABORATORIES, New Brunswick, N. J. 
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SQUIBB ANNOUNCES 


once a day 
dosage for | 
the psychiatric 
patient 


Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.?.2 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.!3 Less common effects have been hypotension,* drowsi- 
ness,° agitation,” restlessness, and anorexia.® Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.2:5:6 is squiss TRADEMARK 


SQUIBB 
Squibb Quality- 
the Priceless 
Ingredient 


Dosage: Optimum dosage levels vary from patient to patient and must be de- 
termined indiv: ‘ually. Most patients may be maintained on 1 mg.— 5 mg. daily, 
Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, I.J.: Clin. Res. 

otes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. 
Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and 
Karacan, |.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 
(Aug.) 1959. 6. Weiss, 1.1.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L.E.: 
Clin. Res. Notes 2:10 (Aug.) 1959. 
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long-term 
therapy...without 
parkinsonism-like 
side effects 


TRANQUILIZER-INDUCED PARKINSONISM RELIEVED 
BY ‘KEMADRIN’ 


In the treatment of mental disorders, reduction or discontinuance of ataractic drugs 
because of extra-pyramidal dysfunction is often undesirable since the beneficial phar- 
macodynamic effect is also reduced or eliminated. A number of clinicians report that the 
symptoms of parkinsonism are indicators of the therapeutic effect of the phenothiazine 
or rauwolfia compounds. 


*... Kemadrin has a definite place in the control and management of drug- 
induced parkinsonism. In many cases it appears to be much more effective than 
the currently used antiparkinsonian drugs.” 


Konchegul, L.: The Use of Kemadrin in the Treatment of 
Drug-induced Parkinsonism, M.Ann.of D.C. 27:405 (Aug.) 1958. 


Procyclidine Hydrochloride 
Available as: 5 mg., scored tablets. Bottles of 100 and 1000. 


Complete literature available on request. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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INSOMNIA NEEDS MORE THAN A HYPNOTIC 
INSOMNIA NEEDS MORE THAN A TRANQUILIZER 


DUAL-RELEASE HYPNOTIC TRANQUILIZER 


for tension-free sleep all through the night 


Sleep comes the higher 
quick, sure and cerebral levels and 
sound, with new _— quickly brings needed 
Hyptran. The outer layer sleep. Hyptran’'s inner 
contains an immediate core of phenyltoloxa- 
calming dosage of SLE mine, released later in 
phenyltoloxamine, the night, controls in- 


a mild, certain WITHIN somnia-causing anx- 


non-phenothiazine ieties, keeps them 
tranquilizer to sup- SLEEP from‘‘breaking through” 
port short-acting seco- and interrupting sleep. 
barbital. This fast-acting, Patients awake calm and 
Quickly metabolized _—clear-headed, fully re- 
barbiturate acts  freshed mentally 
directly on and physically. 


1ATE R 
WM 
‘ MG 


DELAYED RELEASE 


PHENYLTOLOXAMINE CITRATE 
75 MG 


DOSAGE: 1-2 tablets before retiring. SUPPLIED: Bottles of 100. 


REFERENCES: Batterman, R. C., et_al.: New York J. Med. 58:3821, 1958. /Harrison, T. R.: Principles of Internal Medicine, ed. 3, New 
York, McGraw-Hill, 1958, p. 1764. / DiMascio, A., et al.: Am. J. Psychiat. 115:301, 1958. /Sainz, A.: Proc. Mohawk Valley Psychiatric Assn., 
June 17, 1957. /Fleischmajer, R., et al.: Antib. Med. & Clin. Therap. 5:120, 1958. / Hoekstra, J. B., et_al.: J. Am. Pharm. A, 42:587, 1953. / 
Cronk, G. H., and Naumann, D. E.: New York J. Med. 55:1465, 1955. / Paper in preparation: Data on 500 clinical cases. (Available on request.) 
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TREATMENT 


ELIXIR yALURATE DISRUPTS TENSION 


Dependable, prompt-acting daytime sedative. 


Broad margin of safety. Virtually no drowsiness. Over a quarter century of successful clinical use. 
Alurate is effective by itself and compatible with a wide range of other drugs. To avoid barbiturate 
identification or abuse, Alurate is available as Elixir Alurate (cherry-red) and Elixir Alurate Verdum 
(emerald-green). 


Adults: 4 to 1 teaspoonful of either Elixir Alurate or Elixir Alurate Verdum, 3 times daily. ALURATE®—brand of aprobarbital. 


ROCHE tasorartorics « Division of Hoffmann-La Roche Inc # Nutley 10, N.J. 
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iffuse” effects as 
anti-emetic action 


“Thioridazine [MELLARIL] as 
appreciably less toxic effects than | 
drug appears to represent a.major addition a 
ange of disturbances seen daily 


ns rated with other h ine, but with 
the her phenothiazines... This 
the safe and effective t 


a new advance in tranquilization: 
greater specificity of tranquilizing action results in fewer side effects 
The presence of a thiomethyl radical (S-CH,) is unique 


s 
CLO *HCI 
| in Mellaril and could be responsible for the relative 


~— absence of side effects and greater specificity of 
psychotherapeutic action. This is shown clinically by: 


1 A specificity of action on certain brain sites in centrast to the 
more generalized or “diffuse” action of other phenothiazines, 
This is evidenced by a lack of appreciable anti-emetic effect. 
MELLARIL 


nimal suppression of vomiting 


ttle effect on blood pressure 
1 temperature regulation 


Less “spill-over” action to other brain areas — hence, 
absence of undue sedation, drowsiness or autonomic 
nervous system disturbances. 


A notable absence of extrapyramidal stimulation. 
sympathetic 


parasympat ening of blood pressure 
; - 4 Lack of impairment of patient’s normal drive and energy. 


nervous sy a temperature regulation 


ng suppression of vomiting 


other Virtual freedom from such toxic effects 
phenothiazine -type as jaundice, photosensitivity, skin eruptions, 
tranquilizers 2 
blood forming disorders. 


Indication Usual Starting Dose Total Dally Dosage Range 


ADULTS: Menta! and Emotional Disturbances: 
MiLD—where anxiety, apprehension and tension are present 10 mg. t.i.d. 20-60 mg. 
MODERATE -— where agitation exists in psychoneuroses, 25 mg. t.i.d. 50-200 mg. 
alcoholism, intractable pain, senility, etc. 

SEVERE-— in agitated psychotic states as schizophrenia, manic 


depressive, toxic psychoses, etc.: 
100 mg. t.i.d. 200-400 mg. 


Ambulatory 
100 mg. t.i.d. 200-800 mg. 


Hospitalized 


CHILDREN: BEHAVIOR PROBLEMS IN CHILDREN 10 mg. tid 20-40 mg. 


Mellaril Tablets, 10 mg., 25 mg., 100 mg. 


*Ostfeld, A. M.: Scientific Exhibit, American Academy 
of General Practice, San Francisco, April 6-9, 1959 
SANDOZ 
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PSYCHIC RELAY 

DAMPENI oF 
SYMPATHET  tranquilization | 
PARASYMPA 
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one dose in the morning 
provides full therapeutic effect 


THORAZINE' SPANSULE’ CAPSULES 


brand of chlorpromazine brand of sustained release capsules 


24-hour effect is provided by repeating the morning dose in the 
late afternoon or evening. 


Five strengths: 30 mg., 75 mg., 150 mg., 200 mg. and 300 mg. 


Smith Kline & French Laboratories ? leaders in psychopharmaceutical research 
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toward a new beginning... 


meaningful “give and take” experience 
within the hospital community 


. for a psychiatric case report with a happy ending, turn the page... 


toward the “give and take” 
recovery goal 


Turmoil, fear and frozen behavior in a paranoid patient are Beginning of responsiveness, trust in therapist. 
mixed reactions to social situations. TRILAFON, I.M., started. Suspicion diminished, responsiveness improving. © 


Consistently considerate treatment from hospital person- 
q nel supports the emerging sense of values and purpose. 


A clear turning point, and a quiet clear frame of 
mind. TRILAFON continued orally, 12 mg. q.i.d. 


3 


~ Six months later, staff notes a major “profile” change as the patient “holds 
3 his own” successfully in the daily interrelationships of the hospital community. 


SCHERING 


facilitates social 
improvement... 
the initial goal 

of therapy 

in mental patients 


perphenazine 
Dosage: Depending on the severity of 
the condition and response of the indi- 
vidual case, the dosage is 8 to 16 mg. two 
to four times daily. Consult Schering lit- 
erature for other indications, as well as 
for details on dosage and administration, 
precautions and contraindications. 


Packaging: Tablets—2 mg., 4 mg. and 8 m¢., 
bottles of 50 and 500; 16 mg., bottle of 500. 
ReEPETABS — 4 mg. in the outer layer and 4 mg 
in the timed-action inner core, bottles of 30 
and 100. TRILAFON Injection—5 mg., ampul of 
1 cc., boxes of 6 and 100; 10 cc. vial, 5 mg./cc., 
boxes of 1 and 10. Triaron Concentrate —16 
mg./5 cc., bottle of 4 oz., with graduated 
dropper. TRILAFON Suppositories—4 mg. and 
8 mg., boxes of 6. TRILAFON Syrup—2 mg./5 cc., 
4 oz. bottle. 


TRILAFON,® brand of perphenazine. 
Reretass,® Repeat Action Tablets. 


ORPORATION * BLOOMPIELD, NEW 
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Amytal Sodium ... 


dependable 


psychiatrit 
procedures 


‘at 


QUALITY / MESEARCH INTEGRITY 


versatile, moderately long-acting hypnotic 


erestores normal sleep cycle in 
acute excitement 

eprovides prompt, prolonged 
narcosis in psychiatric patients 
eaids in differential diagnosis 
between functional and organic 
disease 


e useful in psychiatric evaluation 
by narcoanalysis 


Available in 1 and 3-grain Pul- 
vules® and in ampoules ranging 
from 1 grain to 15 1/2 grains. 


Amytal® Sodium (amobarbital sodium, Lilly) 


ELI LILLY AND COMPANY + INDIANAPOLIS 6G, INDIANA, U.S.A. 
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PSYCHIATRIC EVALUATION OF CANDIDATES 
FOR SPACE FLIGHT ' 


GEORGE E. RUFF, Cart., USAF(MC), ann EDWIN Z. LEVY, Cart., USAF(MC)? 


The high levels of stress expected in 
space flight require careful screening of 
potential pilots by psychological and physi- 
ological techniques. Since emotional de- 
mands may be severe, special emphasis 
must be placed on psychiatric evaluation 
of each candidate for a space mission. 

The selection process begins with a de- 
tailed analysis of both the pilot’s duties 
and the conditions under which he will 
carry them out. As long as we have had no 
direct experience with space flight, some 
aspects of this analysis will necessarily be 
speculative. We must thus rely heavily on 
knowledge of behavior during stress situ- 
ations in the past. As a result, data from 
military operations, survival experiences 
and laboratory experiments have guided 
the choice of men for space missions now 
being planned. 

After the requirements of the mission 
and the qualifications of the individual best 
suited to accomplish it have been decided, 
it is necessary to select measures for de- 
termining who has the most of each de- 
sirable characteristic and the least of each 
undesirable characteristic. This can be 
done by using interviews and projective 
tests to give an intensive picture of each 
individual. Objective tests supplement the 
personality evaluation and measure intel- 
lectual functions, aptitudes and achieve- 
ments. After examination of the back- 
ground data, interview material and test 
results, clinical judgment is used to decide 
which men are psychologically best quali- 
fied for the assignment. 

As first-hand knowledge of space flight 
increases, these procedures must be re- 
examined. When enough data have accum- 
ulated, predictions can be checked against 


1 Read at the 115th annual meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., Apr. 
27-May 1, 1959. 

2 Stress & Fatigue Section, Biophysics Branch, Aero- 
space Medical Laboratory, Wright-Patterson Air Force 
Base, Ohio. 


performance criteria. Methods which pre- 
dicted accurately will be retained and 
improved. Those with little value will be 
discarded. New measures can be added 
on the basis of increasing experience. Once 
correlations between psychological vari- 
ables and the quality of performance have 
been determined, the accuracy of future 
selection programs should be raised. 

A clinical approach of this type was used 
in selecting pilots for the first U. S. manned 
satellite experiment—Project Mercury. The 
objective was to choose men for a two-year 
training program, followed by a series of 
ballistic and orbital flights. The pilot's 
duties will consist largely of reading instru- 
ments and recording observations. How- 
ever, he will retain certain decision-making 
functions, and will be required to adapt to 
changing conditions as circumstances may 
demand. 

By combining data on the nature of this 
mission with information on behavior dur- 
ing other stressful operations, the following 
general requirements were established : 

1. Candidates should have a high level of 
general intelligence, with abilities to 
interpret instruments, perceive mathe- 
matical relationships and maintain spa- 
tial orientation. 

. There should be evidence of sufficient 
drive and creativity to insure positive 
contributions to the development of the 
vehicle and other aspects of the project 
as a whole. 

3. Relative freedom from conflict and 
anxiety is desirable. Exaggerated and 
stereotyped defenses should be avoid- 


. Candidates should not be over-depend- 
ent on others for the satisfaction of 
their needs. At the same time, they 
must be able to accept dependence on 
others when required for the success 
of the mission. They must be able to 
tolerate either close associations or ex- 
treme isolation. 
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. The pilot should be able to function 
when out of familiar surroundings and 
when usual patterns of behavior are 
impossible. 

. Candidates must show evidence of 
ability to respond predictably to fore- 
seeable situations, without losing the 
capacity to adapt flexibly to circum- 
stances which cannot be foreseen. 

. Motivation should depend primarily on 
interest in the mission rather than on 
exaggerated needs for personal accom- 
plishment. Self-destructive wishes and 
attempts to compensate for identity 
problems or feelings of inadequacy are 
undesirable. 

. There should be no evidence of impul- 
siveness. The pilot must act when 
action is appropriate, but refrain from 
action when inactivity is appropriate. 
He must be able to tolerate stress 
situations passively, without requiring 
motor activity to dissipate anxiety. 

The chances of finding men to meet 
these requirements were increased by the 
preselection process. Eligibility for the mis- 
sion was ‘restricted to test pilots who had 
repeatedly demonstrated their ability to 
perform functions essential for the Mercury 
project. Records of men in this category 
were reviewed to find those best suited for 
the specific demands of the mission. A 
group of 69 were then invited to volunteer. 
The 55 who accepted were given a series 
of interviews and psychological tests. On 
the basis of these data 32 were chosen for 
the final phase of the selection program. 
This phase was designed to evaluate each 
candidate’s medical and _ psychological 
status, as well as to determine his capacity 
for tolerating stress conditions expected in 
space flight. 

The psychological evaluation included 30 
hours of psychiatric interviews, psycholog- 
ical tests and observations of stress experi- 
ments. The information obtained was used 
to rate candidates on a 10-point scale for 
each of 17 categories. Ratings were made 
on the basis of specific features of be- 
havior—both as indicated by the past 
history and as observed during the inter- 
views. Even though the general population 
was used as a reference group, the scales 
are normative only in an arbitrary sense. 


The 10 levels represent subjective decisions 
on which characteristics are ideal, which 
are average and which are undesirable. 
Although the reliability among raters is 
excellent, validation studies have not yet 
been done. 

The categories are : 

1. Drive—An estimate of the total quan- 
tity of instinctual energy. 

2. Freedom from conflict and anxiety— 
A clinical evaluation of the number and 
severity of unresolved problem areas 
and of the extent to which they inter- 
fere with the candidate’s functioning. 

. Effectiveness of defenses—How efficient 
are the ego defenses ? Are they flexible 
and adaptive or rigid and inappropri- 
ate? Will the mission deprive the 
candidate of elements necessary for the 
integrity of his defensive system ? 

. Free energy—What is the quantity of 
neutral energy? Are defenses so ex- 
pensive to maintain that nothing is left 
for creative activity ? How large is the 
“conflict-free sphere of the ego ?” 

5. Identity—How well has the candidate 
established a concept of himself and his 
relationship to the rest of the world ? 

. Object relationships—Does he have the 
capacity to form genuine object rela- 
tionships? Can he withdraw object 
cathexes when necessary ? To what ex- 
tent is he involved in his relationships 
with others? 

. Reality testing—Does the subject have 
a relatively undistorted view of his 
environment ? Have his life experiences 
been broad enough to allow a sophis- 
ticated appraisal of the world ? Does 
his view of the mission represent fan- 
tasy or reality ? 

. Dependency—How much must the can- 
didate rely on others ? How well does 
he accept dependency needs ? Is separ- 
ation anxiety likely to interfere with 
his conduct of the mission ? 

. Adaptability—How well does he adapt 
to changing circumstances? What is 
the range of conditions under which 
he can function ? What are the adjust- 
ments he can make ? Can he compro- 
mise flexibly ? 

. Freedom from impulsivity—How well 
can the candidate delay gratification of 
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his needs ? Has his behavior in the past 
been consistent and predictable ? 

. Need for activity—What is the min- 
imum degree of motor activity re- 
quired? Can he tolerate enforced 
passivity P 

. Somatization—Can the candidate be 
expected to develop physical symptoms 
while under stress ? How aware is he 
of his own body ? 

. Quantity of motivation—How strongly 
does he want to participate in the mis- 
sion ? Are there conflicts between mo- 
tives—whether conscious or uncon- 
scious ? Will his motivation remain at 
a high level ? 

. Quality of motivation—Is the subject 
motivated by a desire for narcissistic 
gratification ? Does he show evidence 
of self-destructive wishes? Is he at- 
tempting to test adolescent fantasies 
of invulnerability ? 

. Frustration tolerance—What will be the 
result of failure to reach established 
goals ? What behavior can be expected 
in the face of annoyances, delays or 
disappointments ? 

. Social relationships—How well does 
the subject work with a group ? Does 
he have significant authority problems ? 
Will he contribute to the success of 
missions for which he is not chosen as 
pilot ? How well do other candidates 
like him ? 

. Overall rating—An estimate of the sub- 
ject’s suitability for the mission. This 
is based upon interviews, test results 
and other information considered rele- 
vant. 

It can be seen that categories 1, 2, 4 
and 10 are largely economic constructs ; 3, 
5, 6 and 7 are ego functions; while the 
rest are specific characteristics considered 
important for space flight. The categories 
represent many different levels of abstrac- 
tion and are not independent dimensions. 
In the final analysis, they are less a means 
of quantifying data than of organizing their 
interpretation. Not only do they provide a 
method to compare one subject with an- 
other, but also tend to focus attention on 
the material most closely related to the 
mission requirements. 

An initial evaluation of each man was 


made by two psychiatrists, through separ- 
ate interviews during the preliminary 
screening period. One interview was de- 
voted primarily to a review of the history 
and current life adjustment, while the 
other was relatively unstructured, Finally, 
ratings were compared, information pooled | 
and a combined rating made. Areas of 
doubt and disagreement were recorded for 
subsequent investigation. 

The men accepted for the final screen- 
ing procedure were seen again several 
weeks later, after an intensive evaluation 
of their physical status had beer completed. 
Each candidate was reinterviewed and the 
following psychological tests were admin- 
istered. 

Measures of motivation and personality : 

. Rorschach 

. Thematic Apperception Test 

. Draw-A-Person 

. Sentence Completion Test 

. Minnesota Multiphasic Personality In- 
ventory 

. Who Am I ?—The subject is asked to 
write 20 answers to the question, “Who 
Am I ?” This is interpreted projectively 
to give information on identity and per- 
ception of social roles. 

. Gordon Personal Profile—An objective 
personality test yielding scores for 
“Ascendancy,” “Responsibility,” “Emo- 
tional Stability” and “Sociability.” 

. Edwards Personal Preference Schedule 
—A forced-choice questionnaire measur- 
ing the strengths of Murray’s needs. 

. Shipley Personal Inventory—Choices 
are made from 20 pairs of self-descrip- 
tive statements concerning psychoso- 
matic problems. 

. Outer-Inner Preferences—A measure of 
interest in and dependence on social 
groups. 

. Pensacola Z-Scale—A test of the 
strength of “authoritarian” attitudes. 

. Officer Effectiveness Inventory—A meas- 
ure of personality characteristics found 
in successful Air Force Officers. 

. Peer Ratings—Each candidate was 
asked to indicate which of the other 
members of the group who accom- 
panied him through the program he 
liked best, which one he would like to 


accompany him on a two-man mission 
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and which one he would assign to the 

mission if he could not go himself. 

Measures of intellectual functions and 
special aptitudes : 

1. Wechsler Adult Intelligence Scale 

2. Miller Analogies Test 

3. Raven Progressive Matrices—A test of 
non-verbal concept formation. 

4. Doppelt Mathematical Reasoning Test 
—A test of mathematical aptitudes. 

5. Engineering Analogies—A measure of 
engineering achievement and _apti- 
tudes. 

6. Mechanical Comprehension—A measure 
of mechanical aptitudes and ability to 
apply mechanical principles. 

7. Air Force Officer Qualification Test— 
The portions used are measures of ver- 
bal and quantitative aptitudes. 

8. Aviation Qualification Test (USN)— 
A measure of academic achievement. 

9. Space Memory Test—A test of memory 
for location of objects in space. 

10. Spatial Orientation—A measure of spa- 
tial visualization and orientation. 

11. Gottschaldt Hidden Figures—A measure 
of ability to locate a specified form im- 
bedded in a mass of irrelevant details. 

12. Guilford-Zimmerman Spatial Visualiza- 
tion Test—A test of ability to visualize 
movement in space. 

In addition to the interviews and tests, 
important information was obtained from 
the reactions of each candidate to a series 
of stress experiments simulating conditions 
expected during the mission. Neither the 
design of these tests nor the physiological 
variables measured will be discussed. Psy- 
chological data were derived from direct 
observation of behavior, post experimental 
interviews and administration before and 
after each run of alternate forms of 6 tests 
of perceptual and psychomotor functions. 
These procedures were : 

1. Pressure Suit Test—After dressing in a 

tightly-fitting garment designed to ap- 

ply pressure to the body during high 
altitude flight, each candidate entered 

a chamber from which air was evacu- 

ated to simulate an altitude of 65,000 

feet. This produces severe physical dis- 

comfort and confinement. 

. Isolation—Each man was confined to a 

dark, soundproof room for 3 hours. 


to 


While this brief period is not stressful 
for most people, data are obtained on 
the style of adaptation to isolation. This 
procedure aids in identifying subjects 
who cannot tolerate enforced inactivity, 
enclosure in small spaces or absence 
of external stimuli. 

3. Complex Behavior Simulator—The can- 
didate was required to make different 
responses to each of 14 signals which 
appeared in random order at increasing 
rates of speed. Since the test produces 
a maximum of confusion and frustra- 
tion, it measures ability to organize 
behavior and to maintain emotional 
equilibrium under stress. 

4. Acceleration—The candidates were 
placed on the human centrifuge in vari- 
ous positions and subjected to different 

“g” loads. This procedure leads to anxi- 

ety, disorientation and blackout in sus- 
ceptible subjects. 

5. Noise and vibration—Candidates were 
vibrated at varying frequencies and 
amplitudes and subjected to high en- 
ergy sound. Efficiency is often impaired 
under these conditions. 

6. Heat—Each candidate spent 2 hours in 
a chamber maintained at 130°. Once 
again, this is an uncomfortable experi- 
ence during which efficiency may be 
impaired. 

After all tests were completed, an evalu- 
ation of each man was made by a con- 
ference of those who had gathered the 
psychological data. Final ratings were 
made in each category described previous- 
ly, special aptitudes were considered, and 
a ranking within the group was derived. 
By combining the psychiatric evaluations, 
results of the physical examinations and 
physiological data from the stress test pro- 
cedures, the group was subdivided under 
the headings, “Outstanding,” “Recom- 
mended,” and “Not Recommended.” Final- 
ly, 7 men were chosen from the list 
according to the specific needs of the Mer- 
cury project. 


IMPRESSIONS OF CANDIDATES 
FOR SPACE FLIGHT 


Although the results of the selection pro- 
gram can't be assessed for several years, 
impressions derived from psychiatric evalu- 
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ations of these candidates are of interest. In 
answer to the question, “What kind of peo- 
ple volunteer to be fired into orbit ?” one 
might expect strong intimations of psycho- 
pathology. The high incidence of emotional 
disorders in volunteers for laboratory ex- 
periments had much to do with the de- 
cision to consider only candidates with 
records of effective performance under diffi- 
cult circumstances in the past. It was hoped 
that avoiding an open call for volunteers 
would reduce the number of unstable can- 
didates. 

In spite of the preselection process, we 
were surprised by the low incidence of 
such disorders in the 55 candidates who 
were interviewed. For the 31 candidates 
who survived the initial screening and 
physical examination, repeat interviews and 
psychological tests confirmed the original 
impressions. There was no evidence for a 
diagnosis of psychosis, clinically significant 
neurosis or personality disorder in any 
member of this group. 

Certain general comments can be made 
concerning the 31 men who received the 
complete series of selection procedures. The 
mean age was 33, with a range from 27 
to 38. All but one were married. Twenty 
were from the Midwest, Far West or 
Southwest. Only two had lived in large 
cities before entering college. Twenty-seven 
were from intact families. Twenty were 
only or eldest children. (In this connection, 
it is perhaps worth noting that 4 of the 
7 men chosen are named “junior”.) Pro- 
nounced identifications with one parent 
were about equally divided between fathers 
and mothers, although mothers with whom 
such identifications were present were 
strong, not infrequently masculine figures. 

Impressions from the interviews were 
that these were comfortable, mature, well- 
integrated individuals. Ratings in all cate- 
gories of the system used, consistently fell 
in the top third of the scale. Reality testing, 
adaptability and drive were particularly 
high. Little evidence was found of unre- 
solved conflict sufficiently serious to inter- 
fere with functioning. Suggestions of overt 
anxiety were rare. Defenses were effective, 
tending to be obsessive-compulsive, but not 
to an exaggerated degree. Most were di- 
rect, action-oriented individuals, who spent 


little time introspecting. 

Although dependency needs were not 
over-strong, most showed the capacity to 
relate effectively to others. Interpersonal 
activities were characterized by knowledge 
of techniques for dealing with many kinds 
of people. They do not become over- 
involved with others, although relationships 
with their families are warm and stable. 

Because of the possibility that extreme 
interest in high performance aircraft might 
be related to feelings of inadequacy in 
sexual or other areas, particular emphasis 
was placed on a review of each candidate’s 
adolescence. Little information could be 
uncovered to justify the conclusion that 
unconscious problems of this kind were 
either more or less common than in other 
occupational groups. 

A high proportion of these men appar- 
ently passed through adolescence in com- 
fortable fashion. Most made excellent 
school and social adjustments. Many had 
been class presidents or showed other evi- 
dence of leadership. 

Most candidates entered military life 
during World War II. Some demonstrated 
an unusual interest in flying from an early 
age, but most had about the same attitudes 
toward airplanes as other American boys. 
Many volunteered for flight training be- 
cause it provided career advantages or 
appeared to be an interesting assignment. 

Candidates described their feelings about 
flying in a variety of terms : “something out 
of the ordinary,” “a challenge,” “a chance 
to get above the hubbub,” “a sense of free- 
dom,” “an opportunity to take responsibil- 
ity.” A few look upon flying as a means of 
proving themselves or of building confi- 
dence. Others consider it a “way for good 
men to show what they can do.” 

Although half the candidates volunteered 
for training as test pilots, the others were 
selected because of achievements in other 
assignments. Most view test flying as a 
chance to participate in the development of 
new aircraft. It enables them to combine 
their experience as pilots and engineers. 
Their profession is aviation and they want 
to be in the forefront of its progress. 
Danger is admitted, but de-emphasized— 
most feel nothing will happen to them. But 
this seems to be less a wishful fantasy than 
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a conviction that accidents can be avoided 
by knowledge and caution. They believe 
that risks are minimized by thorough plan- 
ning and conservatism. Very few fit the 
popular concept of the daredevil test pilot. 

Although attempts have been made to 
formulate the dynamics underlying the 
pursuit of this unusual occupation, gener- 
alizations are difficult to make. Motives 
vary widely. While it is clear that conscious 
reasons may be unrelated to unconscious 
determinants, the variation in conscious 
attitudes illustrates the impossibility of a 
single explanation for a career which has 
different meanings for different individuals. 
One man, for example, stated that he enjoys 
flight testing because it allows him to do 
things which are new and different. He en- 
joys flying the newest aircraft available— 
vehicles that most pilots will not see for 
several years. Another is an aeronautical 
engineer who is primarily interested in air- 
craft design. He looks upon a flight test 
much as the researcher views a laboratory 
experiment. 

Reasons for volunteering for Project 
Mercury show a mixture of professionalism 
and love of adventure. Candidates are uni- 
formly eager to be part of an undertaking 
of vast importance. On one hand, space 
flight is viewed as the next logical step in 
the progress of aviation. On the other, it 
represents a challenge. One man expressed 
the sentiments of the group by saying, 
“There aren't many new frontiers. This is 
a chance to be in on one of them.” Other 
expressions included ; “a new dimension of 
flight,” “a further stage in the flight en- 
velope of the manned vehicle,” “a chance 
to get your teeth into something big,” “the 
sequel to the aviation age,” a “contribution 
to human knowledge,” “an opportunity for 
accomplishment,” “the program of the fu- 
ture,” “an interesting, exciting field,” “a 
chance to be on the ground floor of the 
biggest thing man has ever done.” 

At the same time, most candidates were 
practical. They recognized that this project 
will benefit their careers. To some it is a 
chance to insure an interesting assignment. 
Most recognize the trend away from con- 
ventional manned aircraft and look upon 
the Mercury project as a means for getting 
into the midst of future developments. One 


said, “we're the last of the horse cavalry. 
There aren't going to be many more new 
fighters. This is the next big step in avi- 
ation. I want to be part of it.” Most are 
aware of the potential personal publicity 
and feel this would be pleasant—but “not 
an important reason for volunteering.” 

Although all candidates are eager to 
make the flight, it is not their only concern. 
Most want to participate in development 
of the vehicle and have an opportunity to 
advance their technical training. The or- 
bital ride is partly looked upon as a chance 
to test an item of hardware they have 
helped develop. Risks are appreciated, but 
accepted. Most insist they will go only 
when the odds favor their return. No one 
is going up to die. They are attracted by 
the constructive rather than the destructive 
aspects of the mission. 

Psychological tests of these 31 men in- 
dicate a high level of intellectual function- 
ing. For example, the mean full-scale 
W.A.LS. scores for the 7 who have been 
selected range from 130 to 141, with a 
mean of 135. The pattern is balanced, with 
consistently high scores on both verbal and 
performance subtests. 

Projective measures suggest the same 
healthy adaptations seen in the interviews. 
Responses to the Rorschach, for example, 
were well organized. Although not overly 
rigid, they did not suggest much imagina- 
tion and creativity. Aggressive impulses 
tended to be expressed in action rather 
than fantasy. 

Behavior during the isolation and com- 
plex behavior simulator tests (which might 
be considered input-underload and input- 
overload situations) showed evidence of 
great adaptability. No candidate termi- 
nated isolation prematurely and none 
viewed it as a difficult experience. As might 
be expected for this brief exposure, no per- 
ceptual changes were reported. Fifteen 
subjects “programmed” their thinking in 
isolation. In 5 of these men, the attempt 
to organize thoughts was considered evi- 
dence of an overly strong need for struc- 
turing. Sixteen permitted random thought, 
relaxed and enjoyed the experience. Most 
slept at least part of the time. 

When placed under opposite conditions, 
with too much to do instead of too little, 
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the candidates were usually able to keep 
from falling hopelessly behind the machine. 
Only a few were troubled by the im- 
possibility of making all responses prompt- 
ly. The majority became content to do as 
well as possible, showing a gradually in- 
creasing level of skin resistance, even 
though working at a frantic pace. 

Reactions to physiological stressors cor- 
related positively with the psychiatric 
evaluations. Candidates who had been 
ranked highest on psychological variables 
tended to do best in acceleration, noise and 
vibration, heat, and pressure chamber runs. 
Their stress tolerance levels were among 
the highest of the hundreds of men sub- 
jected to these procedures in the past. 
Uncomplaining acceptance of the discom- 
forts and inconveniences of this phase of 
the program appeared to reflect not only 
their strong motivation, but also their gen- 
eral maturity and capacity to withstand 
frustration. 

In summary, it is suggested that the most 


reasonable approach to selecting men for 
doing something no one has done before is 
to choose those who have been successful 
in demanding missions in the past. To de- 
crease the probability of error, a broad 
sample of behavior must be observed. 
Every effort should be made to make these 
observations as relevant to the expected de- 
mands of the mission as possible. 

By selecting only those candidates who 
were able to adapt to whatever conditions 
confronted them, we hope we have found 
those who are best qualified for space 
flight. Our confidence is further strength- 
ened by the attitudes of the men who were 
chosen. Most reflected the opinion of the 
candidate who, when asked why he had 
volunteered, explained: “In the first 50 
years since the Wright Brothers, we learned 
to fly faster than sound and higher than 
50,000 feet. In another 5 years we doubled 
that. Now we're ready to go out 100 miles. 
How could anyone turn down a chance to 
be part of something like this ?” 


2 


A GRAPHIC COMPARISON OF FIVE PHENOTHIAZINES 


JACKSON A. SMITH, M.D.,1 DOROTHY CHRISTIAN, R.N..,? 
ELAINE MANSFIELD, R.N.,3 anp ALFREDO FIGAREDO, M.D.* 


The rapidity with which new medications 
for the treatment of the mental ill are 
being made available requires some system 
of screening these compounds which will 
permit of an early conclusion as to their 
clinical effectiveness and toxicity. Ideally, 
such a screening procedure would be suf- 
ficiently standardized to allow of a clinical 
comparison of the effectiveness of com- 
pounds thought to have similar actions. 
This is a report of such a screening method 
and the result of its use in evaluating 5 
different phenothiazine derivatives.‘ 


METHOD 


To compare the relative effectiveness of 
different compounds, it is necessary to 
standardize the patient group, methods of 
evaluating behavioral change, and the 
routine to be followed in administering 
the several drugs. To accomplish these 
ends, the following was carried out : 

Pertinent data on 2,200 patients were 
tabulated on key-sort cards. This allows of 
a rapid selection of similar groups of pa- 
tients in accord with the desired criteria. 
In the studies reported here, these criteria 
consisted of duration of hospitalization, 
age, willingness to take oral medication, 
and diagnosis. 

The patient group was composed of 
chronic patients hospitalized a minimum of 
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one year. Diagnostically, all of those in- 
cluded were schizophrenic reactions with 
the exception of 3 who were classified as 
manic-depressive reactions. 

The forms for recording behavioral 
change were standardized and included a 
modified mental status, an observation 
checklist, an activity chart, and progress 
notes described previously. The data re- 
corded on these charts were in the form of 
observation or a verbatim recording of the 
patients’ statements and not based on the 
judgment or opinion of the recorder. In 
each drug study the same psychiatric nurse 
made all the observations. 

The routine followed in administering 
the products being evaluated was the same 
as that pursued in the ordinary medical 
treatment of the patient on the ward. No 
change in the personnel responsible for the 
patients’ care was made and the patients 
remained on the wards where they had 
been previously housed. 

Since the same or similar patients were 
treated with more than one compound and 
the criteria for determining behavioral 
change were standardized, the improve- 
ment and side effects noted are graphed. 


The following descriptions are included for 
each compound : 1. The name of the prepara- 
tion being tested. 2. The patient group. 3. 
Dosage. The dosage shown for each drug 
was increased uniformly at the indicated in- 
tervals, with these exceptions : (a) When side 
effects developed, the dosage was not in- 
creased, and if the side effects persisted the 
dose was reduced to the previous level or the 
drug was discontinued depending on the nature 
and severity of the side effect ; and (b) If half 
of the patients developed side effects, no 
further increase in dosage was attempted. 


SUMMARY 


Five phenothiazine derivatives have been 
studied using similar groups of patients 
and similar methods of evaluating and re- 
cording behavioral change. All of the pa- 
tients included in these reports had been 
hospitalized longer than one year and had 
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FACTORS INDICATING IMPROVEMENT 


Improvement, minimal (+-1) : Improvement, marked (4-2) : 

Indication of a consistent though slight Definite and consistent increase in the 
increase in 2 or more of the following : criteria listed for minimal improvement, re- 

Participating in activities sulting in any or all of the following : 

Socialization 

Interest in personal appearance Marked improvement in behavior and ap- 

Appropriate affect and speech pearance. 

Attention span, alertness 

“Feeling better” (patient’s statement) Delusions or hallucinations diminished and 

Friendliness of less concern to the patient. 

Cooperation 

Attempt to communicate Spontaneous answers during interview with 
Decrease in : increased interest in surroundings. 

Agitation 

Tension 

Incontinence 

Overt Hostility 


FACTORS INDICATING SIDE EFFECTS 


. Leukopenia 6. Increased agitation with depression and 
. Facial edema, skin rash somatic complaints 
. Tremor, loss of associated movements, 7. Marked hypotension, syncope 
muscular rigidity 8. Nausea and vomiting 
. Drooling, mask-like facies or dysphagia 9. Marked pallor 
. Decrease in motor activity sufficient to 
interfere with participation in routine ac- 
tivities 


RESULTS 


The 5 preparations evaluated were : 
. $Q 4918 : 4-{ 3-[ 2- (trifluoromethyl) -10-phenothiazinyl] propyl }-1-piperazineethanol, 
dihydrochloride (Vespazine) 
2. Win-13, 645-5 : 3-[10-(2-Chlorophenothiaziny]) ] propyl }-3-hydroxynortropane ethane- 
sulfonate 


. SC-7105 : 1-(2 acetoxyethy]) -4-[3-(2-chloro-10-phenothiazine) propyl] piperazine 
dihydrochloride (Dartal—Brand of thiopropazate dihydrochloride) 

. Adazine : 10-(3-dimethylaminopropy]) -2- (trifluoromethyl) phenothiazine hydrochlor- 
ide 

. Sch-3940 : 1- (2-hydroxyethy]) -4-[3- (2-chloro-10-phenothiazy]) -propy]]-piperazine 
(perphenazine—Trilafon ) 
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(Number of Patients) 


Side Effects: 
Improvement: 


4 5 
(Week) 


SQ 4918 


26 Schizophrenics, 12 male, 14 female Length of Hospitalization 
Age Range: 25-58 20-29 2 Average: 15.2 5 years or over 
30-39 4 4 years 
Average : 47.0 40-49 6 3 years 
50-59 14 2 years 
60 and over 0 1 year 
Dosage: first 2 weeks 3 mg./day 
second 2 weeks 6 mg./day NUMBER OF PATIENTS 
third 2 weeks 8mg./day Improved, minimal : 
fourth 2 weeks 10 mg./day Improved, marked : 
Maximum Dosage : 6mg./day Side Effects : 
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(Number of Patients) 


Side Effects: 
Improvement: 


(Week) 


27 Patients, 13 male, 14 female 


Age Range : 


Average : 


Dosage : 


26-68 
51.8 


lst week 
2nd week 
3rd week 
4th week 
5th week 


75 mg. /day 


Length of Hospitalization 
Average: 21.0 5 years or over 
4 years 
3 years 
2 years 
1 year 
Diagnosis : Schizophrenia 
Manic-depressive 
NUMBER OF PATIENTS 
Improvement, minimal : 
Side Effects : 
Improved, marked : 
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A GRAPHIC COMPARISON OF FIVE PHENOTHIAZINES [ November 


(Number of Patients) 


Side Effects - 
Improvement 


28 Schizophrenics, 15 male, 13 female 
Age Range: 29-62 


Average : 


Dosage : 


46.7 


Ist week 
2nd week 
3rd week 
4th week 
5th week 


20-29 3 
30-39 2 
40-49 16 
50-59 3 
60 and over 4 
10 mg. 
20 mg. 
30 mg. 
40 mg. 
50 mg. 


Length of Hospitalization 


Average: 15.4 


5 years or over 
4 years 

3 years 

2 years 

1 year 


NUMBER OF PATIENTS 
Improved, minimal : 
Improved, marked : 


Side Effects : 
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SMITH, CHRISTIAN, MANSFIELD, AND FIGAREDO 


(Number of Patients) 


Side Effects: 


Improvement: 


3 4 
(Week) 


ADAZINE 


27 Schizophrenics, 12 male, 15 female Length of Hospitalization 
Age Range: 31-67 


Average : 
Dosage : 


47.8 
Ist 4 days 
lst week 
2nd week 
3rd week 
4th week 
5th week 


20-29 0 Average: 18.6 5 years or over 
30-39 5 4 years 
40-49 13 3 years 
50-59 6 2 years 
60 and over 3 
50 mg./day NUMBER OF PATIENTS 
100 mg./day Improved, minimal : 
200 mg./day Improved, marked : 
300 mg./day Side Effects : 
350 mg./day 
400 mg./day 
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(Number of Patients) 


Side Effects 
Improvement 


(Week) 


TRILAFON 


27 Patients, 11 male, 16 female Length of Hospitalization 
Age Range: 36-62 20-29 QO Average: 16.8 5 years or over 
30-39 1 4 years 
Average : 52.5 40-49 11 3 years 
50-59 1l 2 years 
60 and over 4 1 year 
Dosage: Ist week 12mg. . Diagnosis: Schizophrenics 25 
2nd week 16 mg. Manic-depressive, manic ox 
3rd_ week 20 mg. Manic-depressive psychosis 1° 
4th week 24 mg. *hospitalized 26 years 
g. 
Improved, marked : 


Improved, minimal : 
Side Effects : 
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been refractory to previous treatment 
efforts. 

The results indicate that this group of 
chronic patients, all but 3 of whom were 
schizophrenic, were no more responsive 
to these compounds than to treatment pro- 
cedures earlier tried. The graphing of the 
data simplifies the comparison of com- 
pounds evaluated under similar conditions. 

Improvement occurred so infrequently in 
these screening procedures that a controlled 
or “double-blind” study did not appear 
necessary. 
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The problem of suicide in adolescents 
has received little study. With the excep- 
tion of Mason’s report in 1954(10), on 
four cases of suicidal attempt in adoles- 
cents, no reports were found. There are a 
few reports on child suicide, but by far the 
great majority of studies have been done 
on adults. As a background for a general 
study of suicide in adolescents, pertinent 
points in the literature on both child and 
adult suicide will be presented. 


REVIEW OF LITERATURE 
Adult 


Psychoanalytic._Suicide has been cus- 
tomarily associated with the affective dis- 
orders, and the dynamics as indicated by 
Freud(4) and Abraham(5) in depression, 
that is, dependent ambivalence, guilt, oral 
incorporation, turning of the hostility 
against the self. However, Zilboorg stressed 
the point that no clinical entity is immune 
to suicidal drive(21), and that it is not 
possible to demonstrate the dynamics of 
depression as the only determining factor. 
He suggests the possibility that there is 
more predisposition to suicide where there 
is a history of death of a person close to 
the child during the phallic or pubertal 
period, especially if these events occur with 
a background of strong, constant stimula- 
tion of the child’s attachment to one of the 
parents. He also suggests that suicide at 
puberty is a primitive, impulsive result of 
frustrated genital wishes rather than oral 
aggressive or spite wishes. Menninger de- 
scribes the 3 elements to the suicidal drive 
(11), that is, the desire to kill, be killed, 
and to die. He also mentions the concept of 
partial suicide. 


1 Read at the 115th annual meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., Apr. 27- 
May 1, 1959. 

2From the Department of Psychiatry, College of 
Physicians and Surgeons, Columbia University, and 
St. Luke’s Hospital, New York, N. Y. 

3 From the Department of Psychiatry, Cornell Uni- 
versity Medical College and the New York Hospital 
(Payne Whitney Psychiatric Clinic). 
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Clinical.—Studies have been done on both 
completed suicide and suicidal attempts. 
Jamieson in a study of 100 hospital cases 
of completed suicides found that 65% had 
been diagnosed as affective disorders and 
15% schizophrenic and paranoid disorders 
(6). This would support the conclusion 
that in these adults who are emotionally 
disturbed and commit suicide the affective 
disorders play a predominant part. Sixty- 
seven percent of the patients had one or 
more previous suicidal attempts and 61% 
had a history of psychosis or suicide in the 
family. Several studies on suicidal attempts 
support the importance of the loss of a 
parent early in life. Palmer(12) and Reit- 
man(13) each studied 25 cases of suicidal 
attempts and found that 68% had lost one 
or both parents before 14. Stengel(17) in 
1942, in a follow-up study of 138 patients 
with suicidal attempts found only one 
death by suicide and concluded that suicide 
and suicidal attempts are separate groups, 
but that they overlap. 

Weiss reports that suicide is more com- 
mon in older age groups(19), single, di- 
vorced or widowed males, while suicidal 
attempts are more common in younger 
age groups, and in married women. In 
reviewing the statistics on suicide versus 
suicidal attempt, he concluded that many 
suicidal attempts are like Russian roulette 
with the lethal probability varying from 
certain survival to certain death, with an 
external force compelled to make the de- 
cision. Rubinstein, et al(14), in 1958, re- 
ported a study of 44 suicidal attempts seen 
in emergency, from the point of view of 
motivation, interpersonal communicative 
functions, and social effects. They conclud- 
ed that in 36 of the cases, the patient was 
involved in struggles with persons impor- 
tant to him and that the suicidal attempt 
was self preservative, directed at mobiliz- 
ing support and effective changes ; that a 
continuum exists between this motivation 
and the directing of aggressive and destruc- 
tive impulses toward the self and others. 
The 8 patients without desired social effects 
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were found to have more serious emotional 
illnesses. 


Children 


Suicide in children is rare, usually im- 
pulsive, and not particularly associated 
with depression and suicidal preoccupation. 
In statistical studies, no deaths are reported 
in children under 5, and the number of 
deaths in the United States in the 5-14 age 
group between 1930-1945 ranged between 
39-59 per year(21). It would be very in- 
teresting to know how many of these 
deaths occurred between 12 and 14. The 
boy-girl ratio is 6:1. Despert reviewed 
400 consecutive cases (ages 2-16) for de- 
pressive mood and/or suicidal preoccupa- 
tion or suicidal attempt(3). She found 26, 
of whom only 5 had manifested intense 
suicidal preoccupations and gone through 
aborted suicidal attempts. The remaining 
21 showed depressive mood without suicid- 
al preoccupation or intent. She mentions 
that since child suicides are impulsive, 
they usually escape the attention of the 
psychiatrist. She concludes that depression 
and suicide are rare in children and do not 
have the close association assumed to exist 
in adults. 

Schecter(15) gives a theoretical basis 
to Despert’s(3) findings by stating that 
since the child is so dependent on the love 
object for gratification, and since the proc- 
ess of identification is not complete, the 
turning of hostility against the self is too 
frightening, thus, children rarely commit 
suicide, but express self-destructive feelings 
in other ways, i.e., suicidal equivalents, 
depression, accidental injuries, antisocial 
acts. 

Keeler in a study of 11 children’s reac- 
tions to the death of a parent was able to 
demonstrate several findings(7). Depres- 
sion, present in all 11, was highly corre- 
lated with presence of strong feelings 
toward the parent. Fantasies of reunion 
with the dead parent were present in 8, 
and identification with the dead parent 
in 7. Suicidal preoccupation and attempts 
in 6 seemed to represent identification with 
the deceased parent, a wish to be reunited, 
an attempt to escape an unbearable situa- 
tion, and expression of aggression toward 
themselves. 


Schilder and Wechsler observed that the 
child thinks about death as a kind of 
deprivation which is unbearable but seldom 
permanent(16). The child expects the 
destroyed object to return. Bender and 
Schilder concluded in another study(1), 
the child reacts to an unbearable situation 
with an attempt to escape. Mostly these 
unbearable situations consist of the depri- 
vation of love which provokes aggressive- 
ness against those who deny love. Under 
the influence of guilt these tendencies are 
turned against the self. The suicidal at- 
tempt constitutes a punishment against the 
environment, and an attempt to get a 
greater amount of love. 


SUICIDE IN ADOLESCENTS 


Mason reported 4 adolescent diabetics 
who used their illness as a mechanism for 
suicidal attempts(10) ; discussed the con- 
cept of partial suicide and questioned the 
relationship of incestuous preoccupations 
to suicide in adolescents. Bakwin(1) re- 
ports that suicide is the 5th cause of death 
in the 15-19 age group and represents 
2.5% of all deaths in this group. The mortal- 
ity per 100,000 varies considerably from 
country to country with Japan being the 
highest : 26.1 for boys and 18.7 for girls, 
and Ireland the lowest with 0.6 for boys 
and 1.1 for girls. The rate in the United 
States which is 4.6 for boys and 1.6 for 
girls has been steadily declining for the 
last 35 years. 

To investigate the relative prevalence 
of the suicidal problem in adolescents, 
statistics were obtained both on completed 
suicide and on suicidal attempts (Fig. 1). 

There are about 280-290 suicides in the 
adolescent age group (15-19) in a year in 
the United States. This number is only 
about 2% of the total, but it is 6 times 
higher than the 10-14 age group. It would 
be interesting to know how many in the 
10-14 group are 13 or 14. At any rate, there 
is a sharp increase in completed suicide 
during adolescence as compared to child- 
hood. The male-female ratio is 3 : 1, which 
is about half the ratio found in children. 

Fig. 2 shows a review of two studies on 
suicidal attempts by Landrum(8) and 
Piker(9). 

It has not been previously stressed that 
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Fic. 1 
NuMBER OF COMPLETED Surcipes Per YEAR sy AGE Group Unirep States(22) 


Year 
1951 1952 1953 1954 
51 39 58 37 
270 295 298 261 
670 586 611 604 
14,918 14,647 14,980 15,654 
15,909 15,567 15,947 16,556 


Fic. 2 
NuMBER OF SuICIDAL ATTEMPTS BY AGE GrouP 


Landrum(8) 
5 (male= 1 
122 (male = 11 
239 
634 


Age 
10-14 
15-19 
20-24 
Over 24 


female — 


female = 111) 


Piker(9) 

4) 15 (male= 4 
223 (male = 24 
409 

1,170 


female = 11) 
female — 199) 


Totals 1,000 


suicidal attempts in adolescents represent 
such a large percentage of the total at- 
tempts, namely, 12%, There is a marked 
increase in attempts in the 15-19 group over 
the 10-14 group. This increase is many 
times greater than that which occurs in 
completed suicides. The increase occurs 
mostly in females who represent over 90% 
of the total. The female-male ratio was 
10: 1, the highest for any age group. The 
total of the female attempts was third 
highest, ranking only behind 20-24 and 
25-29, while the male total was the lowest 
for any age group until the age of 65. 

It would seem that the study of com- 
pleted suicide alone gives a misleading 
picture of the total problem and that sui- 
cidal attempts, particularly in adolescent 
females are much more prevalent than they 
were thought to be. 

The material reviewed raises many ques- 
tions. What causes the female ratio for 
suicidal attempts to be so much higher 
than the male? Is there something in our 
culture that predisposes the female to use 
suicidal attempts in adolescence ? Jamieson 
notes that depression and suicide have a 
close relationship in adults(6). Despert 
notes that depression and suicide do not 
have the same relationship in children(3). 
What is the relationship between suicide 
and affective disorders in adolescents ? 


1,817 


Mason raised the question of the relation- 
ship of incestuous preoccupations to suicide 
(10). Could it be more present or more 
frustrated in females than in males? Zil- 
boorg, Reitman, Palmer, Keller raise the 
question of the effect of death of a parent 
during childhood on later suicidal drive. 
Stengel, Weiss, Rubinstein postulate that 
successful suicide and suicidal attempts 
represent two different groups. 


MATERIAL STUDIED 


The goal of the present study was to 
investigate the total problem of the suicidal 
drive in adolescents. For this purpose 100 
patients from the Payne Whitney Clinic 
Outpatient Department, 100 patients from 
private practice, and about 300 adolescent 
patients hospitalized at Payne Whitney 
Clinics were reviewed. The age range was 
13-19 inclusive. Suicidal attempts were 
made by 3 in the private practice group, 
by 2 in the outpatient group and by 32 in 
the inpatient group, for a total of 37, of 
which 23 were diagnosed as schizophrenic ; 
4 of the 5 outpatients and 19/32 inpatients. 
This was such a striking finding that it 
was decided to concentrate this report on 
the relationship between schizophrenia 
and suicidal attempt in adolescents. 

The psychopathology of the schizophren- 
ic patients was primarily of the catatonic 
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and paranoid types. There was a clear 
delineation into acute and chronic types, 
and examples of both are given below : 


Acute Schizophrenic Reaction.—H. H., a fe- 
male, 18 years old, was admitted to the 
hospital 2 weeks after attempting suicide by 
jumping from a train. She was traveling home 
from college with a nurse because of depres- 
sion and inability to concentrate and do work, 
despite adequate intelligence. 

Diagnosis was schizophrenia, catatonic type. 
Patient was delusional, had auditory halluci- 
nations, and spoke with inappropriate affect. 
She was preoccupied, mute, with muscular 
rigidity. She would not eat and was fed by 
tube for 8 weeks in the hospital. She was 
physically unkempt and had occasional urinary 
incontinence. 

A month after hospitalization, patient was 
given subcoma insulin treatment. She still 
remained mute but became less resistant to 
treatment, although she made several attempts 
to escape through windows. Muscular rigidity, 
negativism, and feeding difficulties continued. 
Patient finally was transferred for chronic 
hospitalization. ‘ 

Patient was a delicate child and a constan 
feeding problem, with many colds and allergic 
complaints. She studied unusually hard to 
achieve her good marks, competing with a 
most successful older brother and father. Pa- 
tient was sensitive, stubborn, with body over- 
concern. There was a history of occasional de- 
pressed and tense periods with insomnia. 
Menses started at 13, were normal until onset 
of present illness, then stopped. Patient en- 
tered the college of her choice, but disliked 
her roommate and couldn’t concentrate. She 
was referred to a psychiatrist who recommend- 
ed that she be sent home. 

Her father was a physician, domineering, 
and over-solicitous, who handled all the pa- 
tient’s physical problems, although he was 
strongly unsympathetic toward her mental ill- 
ness. Patient felt this as rejection and showed 
passive resistance and some negativism toward 
him. Mother was a diabetic, shallow and 
unintelligent, who always preferred the brother 
to the patient. 

Chronic Schizophrenic Reaction.—T. S., 
male, 17 years old, was admitted to hospital 
following a suicide attempt by ingestion of 110 
sleeping tablets. Diagnosis was schizophrenic 
reaction. Patient discussed this suicide attempt 
in a very flattened, unemotional way, was 
confused, suspicious, delusional, and objected 
to group living. He felt he must die and 


everyone else must die too. He had written 
3 suicide notes in the previous year. 

Patient was first seen at 13 in private 
psychiatric practice as an ambulatory patient. 
He was nervous, depressed, and had made 
suicidal threats. He complained of insomnia, 
and poor appetite. Despite a high 1.Q. he was 
having academic difficulty and his school ad- 
justment was bad, with no close friends. 

His parents were divorced when patient was 
9 and both remarried ; his mother having 2 
more children with her second husband. Pa- 
tient respected his father with whom he lived 
after the divorce, but hated his very strict 
stepmother. His brother and sister were men- 
tally ill. Paternal grandmother was hospital- 
ized for depression and mental illness. A 
maternal uncle was alcoholic and _ suicidal. 
Patient was very fond of his mother with 
whom he could communicate and secure affec- 
tion. He preferred living with her. Patient 
was very jealous of his two siblings, an 
older brother, a schizophrenic with a short 
history of hospitalization, and a younger sister. 

Patient was enuretic until 9, a thumbsucker, 
who had night terrors. He was thin and a poor 
eater as a child. He stated that after the di- 
vorce he felt like a football being kicked be- 
tween his father’s home in one city, and his 
mother’s home in another. There was only 
brief mention of two girl friends in patient's 
life by his parents, and patient did not seem 
unduly upset by any incident concerning 
them ; yet one of his suicide notes was to his 
latest girl. He was found accidentally after he 
had taken the massive dose of sleeping pills. 


DISCUSSION 


In clinical evaluation of suicidal poten- 
tial the role of depression has always been 
considered to be paramount. A few studies 
in children indicate that this is not true 
with children, and our study would sug- 
gest that it is not true with adolescents. 
One might say that since the majority of 
our patients were from a hospital popula- 
tion one would expect the schizophrenics 
to predominate. Though this is true, 4 of 
the 5 outpatients were also diagnosed as 
schizophrenic. Clearly, more work is 
needed to establish whether or not these 
suggestive findings can be corroborated. 
However, the predominance of schizo- 
phrenic psychopathology in adolescent pa- 
tients attempting suicide warrants empha- 
sis and investigation. Psychiatrists and 
other physicians, as well as school masters 
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and teachers, customarily look for depres- 
sive features as the primary type of pathol- 
ogy about which they might worry in terms 
of suicidal ideas or attempts. It would seem 
that it is the schizophrenic adolescent who 
warrants more attention. In our group of 
patients we noted that the clinical paranoid 
and catatonic types were the characteristic 
ones that showed such tendencies. In only 
one female were there any hebephrenic 
features and none of the patients was of 
the simple schizophrenic reaction type. 
Specific pathology included dissociation, 
hallucinations, delusional ideas, with- 
drawal, suspiciousness, and lack of com- 
municability. In many of the patients there 
were also depressive trends, but these 
were not necessarily present or when pres- 
ent, obvious. Whether or not there was at- 
tempt at communication with other indi- 
viduals such as parents or extra-familial 
loved objects could not be specifically as- 
certained in each situation. Certainly it 
was present in some instances. 

The picture of the adolescent patient 
who will attempt suicide may be recon- 
structed in approximately the following 
way: He or she is an individual who is 
delusional in varying degrees, withdrawn, 
spending a considerable amount of time in 
fantasy activity, with little if any somatic 
complaints, but constructing a picture of 
supposed wrongs done to him by associates, 
parents, or siblings. This individual may 
show very little by way of overt anxiety 
and might or might not have complaints 
of feelings of depression. Sleep and appe- 
tite may be totally undisturbed. This pic- 
ture contrasts quite sharply with the de- 
pressive reaction ordinarily seen in the 
adult who makes a suicidal attempt. 


CONCLUSIONS 


1. The prevalence of suicidal attempts 
in adolescents has been obscured by the 
paucity of completed suicides in that 
period. 

2. In adults the relationship between 
affective disorders and suicide has been es- 


tablished. In adolescents it would seem that 
this relationship exists between schizo- 
phrenic reaction and _ suicidal attempt 
rather than affective disorder and suicidal 
attempts. 
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THE CONCEPT OF PSYCHIC DETERMINISM 


RONALD W. ANGEL, M.D.' 


Psychic determinism is generally con- 
sidered to be a basic tenet of psychoanaly- 
sis. Thus, according to Ferenczi(3), “Psy- 
choanalysis . . . stands upon the firm 
foundation of the strict determination of 
psychic happenings.” What is the meaning 
of psychic determinism ? Is it a scientific 
principle, or merely a useful catch-word ? 
The purpose of this paper is to define and 
evaluate this important concept. 

Although the concept is often treated as 
self-explanatory, some authors take pains 
to clarify its meaning. Hence one may 
formulate definitions based upon actual 
usage. In order to do so, this paper will 
present a number of excerpts from the 
literature of psychoanalysis and the phi- 
losophy of science. 


PSYCHIC DETERMINISM 
AS A FORM OF CAUSALITY 


According to one usage, psychic deter- 
minism may be defined as the proposition 
that all psychic events are causally deter- 
mined. The notion of causality is repre- 
sented as a fundamental axiom or postulate 
of science, with the implication that those 
who doubt it cannot possibly share in the 
scientific outlook on the world. This view 
of determinism is expressed in the following 
passage from Freud. Here he is discussing 
the person who does not understand the 
need to explain trivial errors and slips of 
speech : 


What does the man mean by this? Does he 
mean to maintain that there are any occur- 
rences so small that they fail to come within 
the causal sequence of things, that they might 
well be other than they are? Anyone thus 
breaking away from the determination of 
natural phenomena, at any single point, has 
thrown over the whole scientific outlook on 
the world (Weltanschauung) (5). 


This passage leaves little doubt that 
Freud looked upon psychic determinism as 
a logical consequence of the causality 
principle, which he considered as indis- 
pensable. His viewpoint is stated even more 
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forcibly in the following quotation from 
Schilder : 


Freud believed in the absolute determinism of 
psychic experiences and was not inclined to 
believe that there is any freedom in the stream 
of consciousness. . . . He believed in the causal 
connection of psychic processes. . . . The psy- 
chic experience A may be the cause of the 
experience B. Psychoanalysis believes that 
whenever there is an inner, psychic connection 
between two experiences, there is also a causal 
connection. . . . There is no difference between 
so-called psychic causality and physical caus- 
ality(11). 


Ferenczi, like Freud and Schilder, states 
unequivocally that he considers psychic de- 
terminism to be an application of the 
causality principle : 


We have long been familiar with the thought 
that there is no chance in the physical world, 
no event without sufficient cause ; on the basis 
of psychoanalytic experience we have to sup- 
pose just as strict determination of every 
mental activity, however arbitrary it may ap- 
pear (4). 


In this passage, Ferenczi justifies deter- 
minism “on the basis of psychoanalytic 
experience,” as an empirical finding. Freud, 
on the other hand, looked upon determinism 
as valid independently of experience and 
observation, a necessary part of the scien- 
tific outlook. This difference of opinion will 
be discussed later in the paper. 

The principle of causality has a long and 
respectable history which may be traced as 
far back as ancient Greece. For centuries 
it was considered as a fundamental axiom 
of science, but recently it has fallen into 
disrepute(10). In the advanced physical 
sciences, statements about “cause and ef- 
fect” are no longer found. They have been 
replaced by equations in which there is 
nothing that could be called “cause” and 
nothing that could be called “effect.” In 
everyday parlance one still says that gravity 
causes the stone to fall, but such crude 
formulations have no place in advanced 
physical theory. It is not within the scope 
of this paper to evaluate the causality 
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principle and its role in modern science. It 
will suffice to mention the opinion of Rus- 
sell : 


The law of causality, I believe, like much that 
passes muster among philosophers, is a relic 
of a bygone age, surviving, like the monarchy, 
only because it is erroneously supposed to do 
no harm(10). 


Psychoanalysts are, of course, aware that 
physical science has changed radically 
since the time of Freud. Some have been 
concerned about the fact that causality is 
no longer recognized as an axiom in physics. 


The dilemma has been discussed by Rado : 


Indeed, all our scientific reasoning has become 
so intimately intertwined with the idea of 
determinism that a science lacking this con- 
cept is altogether unthinkable. Yet there exists 
a large number of facts which prove with 
indubitable certainty that this conviction is 
unfounded and that scientific research can 
tranquilly proceed, albeit the bed-rock of 
causality has been forsaken(8). 


If psychic determinism is the “firm 


foundation” of psychoanalysis, and if this 
“bed-rock” has been forsaken, then what 


is the fate of psychoanalysis ? Must the 
analysts revise their basic assumptions in 
order to conform to changes in physics and 
the philosophy of science ? Schilder would 
answer in the affirmative : 


We do not have the right to retain a concept 
which corresponds to principles of physics 
which are no longer valid and to still model 
our psychological theories according to these 
concepts (11). 


Others would feel that there is no reason 
why the concepts of psychology must be 
restricted to those of physics. Thus Rado 
advocates that psychoanalysis should cling 
to the deterministic point of view : 


Psychoanalysis has but recently begun to ex- 
ploit the immeasurable advantages that the 
deterministic viewpoint affords it and it will 
have to work hard to exhaust the possibilities 
of that principle. . .. We cannot see when and 
at what point in our work the statistical view, 
or one as yet unknown, will oust determinism 
from the domain of psychoanalysis. But I 
should not be surprised were psychoanalysis 
to succeed in attaining a complete understand- 
ing of our mental life with its deterministic 
manner of viewing things(8). 


Rickman is another of the psychoanalysts 
who have recognized that causality is no 
longer an axiom but merely a dogma. Like 
Rado, however, he advocates that the an- 
alysts should retain it as a heuristic princi- 
ple(9). In support of this opinion, one 
should observe that the notion of cause 
and effect is still widely employed in medi- 
cine. Standard textbooks continue to dis- 
cuss the “etiology” of diseases, and re- 
searchers are still looking for the “causes” 
of various ailments. 

The analysts are, of course, in the best 
position to know which concepts are most 
useful in their own research. If they are 
not prepared to abandon psychic deter- 
minism, then it would seem desirable to 
redefine that concept in terms that do not 
involve a rejected principle of physics. It 
is, in fact, possible to frame an acceptable 
definition without reference to causality. 


DETERMINISM AND THE FUNCTION CONCEPT 


In advanced sciences, causal explanations 
have been replaced by formulas involving 
the concept of a function. As a matter of 
theoretical interest, it would seem worth- 
while to redefine psychic determinism by 
means of the newer concept, if only to 
demonstrate that psychoanalysis need not 
depend upon the causality principle. To a 
person encountering the new definition for 
the first time, it would no doubt seem 
artificial and too general to be of any great 
use. In this connection Russell has made 
the comment : 


No doubt the reason why the old “law of 
causality” has so long continued to pervade 
the books of philosophers is simply that the 
idea of a function is unfamiliar to most of 
them, and they therefore seek an unduly 
simplified statement (10). 


A function of a variable x is defined as 
a second variable y so related to x that 
whenever a value is assigned to x, a cor- 
responding value of y is uniquely deter- 
mined(12). This relationship is expressed 
in the familiar notation : 

y—f(x). 
The correspondence between values of x 
and y need not be made by means of what 
is usually called a mathematical expression, 
but may be determined in any way what- 
ever, provided that whenever a value is 
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assigned to x a corresponding value of y is 
uniquely determined(7). 

Using the concept of a function, Russell 
has defined a deterministic system as fol- 
lows(10) : 


A system is said to be “deterministic” when, 
given certain data e,, @o,... , €n, at times 
te, ts respectively, concerning this 
system, if E, is the state of the system at any 
time t, there is a functional relation of the 
form 


E,=f(e,, th, Co, to, e » Ops t). 


Let E, be the state of the psyche at any 
time t, and let e;, . . , be data con- 
cerning the psyche at times ti, t2,..., tn 
respectively. Then psychic determinism 
may be defined as the proposition that 
every psyche is a deterministic system, as 
that term is used by Russell. 

The generality of this definition depends 
upon the freedom that it leaves in the 
choice of the functional correspondence. 
The task of psychology would be to dis- 
cover the nature of this correspondence, the 
functional relation or “law” by which E, 
is determined. 

This definition of psychic determinism is 
more general than anything proposed by 
the analysts. It is, in fact, so general that it 
almost forces us to take a deterministic 
point of view. As Russell has pointed out, 
if formulas of unlimited complexity are 
allowed, then any system, whose state at 
a given moment is a function of certain 
measurable quantities, must be a deter- 
ministic system, must be subject to laws. 
A definition in such broad terms does not 
agree very well with the usual conception 
of determinism. It implies merely that the 
psyche conforms to laws, which may or 
may not be too complex for us to discover. 
In order to make the definition usable, one 
must add the provision that the laws in- 
volved are limited in complexity, capable 
of being apprehended and written down. 

Speaking broadly, all scientific research 
is predicated upon confidence that the 
world of experience conforms to discover- 
able laws. A recent Nobel prize physicist 
has stated, “One learns to hope that nature 
possesses an order that one may aspire to 
comprehend” (13). In the physical sciences, 
this hope has been richly fulfilled ; quite 
simple laws have hitherto been found to 


hold. Does the field of psychology justify 
a similar confidence ? This question can- 
not be answered a priori, and it would be 
fallacious to argue inductively from the 
state of the advanced sciences to the future 
state of psychology. 


PSYCHIC DETERMINISM 
AS AN EMPIRICAL HYPOTHESIS 


As mentioned above, psychic determin- 
ism has sometimes been presented as an 
a priori necessity and sometimes as a dis- 
covery based upon experience. In a passage 
already quoted, Freud spoke of determinism 
as an integral part of the scientific outlook 
on the world. Elsewhere in his writing, he 
seems to consider it as an empirical hypo- 
thesis. He had found that certain neurotic 
symptoms, faulty actions and dreams could 
be understood if viewed in the light of 
psychoanalytic theories. Although the 
theories applied in particular cases, Freud 
was unwilling to dogmatize about their 
more general application : 


Does the solution given for faulty and chance 
actions apply in general or only in particular 
cases, and if only in the latter, what are the 
conditions under which it may also be em- 
ployed in the explanation of other phenomena ? 

In answer to this question my experiences 
leave me in the lurch. I can only urge against 
considering the demonstrated connections as 
rare(6). 


Freud was quite willing to consider the 
possibility that other factors, possibly of a 
physiological nature could explain the same 
type of phenomena that are dealt with in 
psychoanalysis. This open-mindedness is 
shown in the following statement : 


If in the demonstrations of faulty and sympto- 
matic actions, we separate the unconscious 
motive from its coactive physiological and psy- 
chophysiological relations, the question re- 
mains whether there are still other factors 
within normal limits which, like the uncon- 
scious motive, or a substitute for it, can pro- 
duce faulty and symptomatic actions on the 


path of these relations (6). 


Recent developments in neurophysiology 
have suggested that there may be “still 
other factors” of a physical nature which 
provide the mechanism for random mental 
activity. While it is not within the scope 
of this paper to present these mechanisms 
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in detail, one of them will be discussed 
briefly. 


A PHYSIOLOGICAL BASIS 
FOR RANDOM EVENTS IN THE BRAIN 


Eccles(2) has stated that there are ves- 
icles on the axon side of the synapse which 
apparently contain a “transmitter sub- 
tance.” These vesicles are so tiny that, in 
accordance with the Heisenberg uncertain- 
ty principle, their location is uncertain dur- 
ing any one millisecond. Changes in the 
location of these vesicles could have an 
appreciable influence on the excitatory 
efficacy of the synaptic knob. If the re- 
cipient neuron is poised at a critical level of 
excitability, then this “influence” could raise 
or lower the probability of trans-synaptic 
firing. A discharged impulse would in turn 
have an excitatory influence upon hundreds 
of thousands of other neurons within 20 
milliseconds. Thus, at any instant, the “crit- 
ically poised” neurons would serve as effec- 
tive detectors and amplifiers of random 
events at the synapse. Here is a possible 
mechanism whereby random alterations 
may occur in the patterns of cortical ex- 
citation(1). 

If one accepts the view that mental phen- 
omena are correlated with the patterns of 
cerebral activity, then the existence of ran- 
dom factors in neuronal excitation could 
have profound implications for psycholo- 
gy. Does the flexibility and unpredictability 
of human thinking depend, to some extent, 
upon chance occurrences in the brain? 
Does the brain contain a “Maxwell’s 
demon” whereby random, kaleidoscopic 
patterns are sorted out and used in the 
service of biological needs? Is there a 
normal equilibrium between random and 
non-random activity, which is disturbed in 
psychiatric patients? These are a few of 
the questions that arise when one con- 
siders the possibility that cerebral activity 
is partially randomized. 

If psychic determinism is viewed not as 
an axiom but as a hypothesis based upon 
experience, then it must be subject to 
change in the light of new discoveries. As 
Rado has foreseen, a statistical point of 
view may some day replace determinism 
in the realm of psychology. 


SUMMARY 

Psychic determinism is a basic tenet of 
psychoanalysis. It is commonly defined as 
an application of the causality principle to 
psychic occurrences. Causality, however, is 
no longer accepted as a basic postulate in 
the advanced physical sciences. This di- 
lemma is recognized by the psychoanalysts, 
who nevertheless would prefer to retain a 
deterministic point of view. 

Psychic determinism may be defined 
without reference to causality, by using the 
mathematical concept of a function. Wheth- 
er or not the psyche is a deterministic 
system, in the mathematical sense, cannot 
be decided in the present state of our 
knowledge. 

Regardless of the definition chosen, psy- 
chic determinism is best regarded as a 
working hypothesis, which cannot be es- 
tablished on a priori grounds. 
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THE USE OF SEPARATION AS A DIAGNOSTIC MEASURE 
IN THE PARENT-CHILD EMOTIONAL CRISIS * 


JOHN A. ROSE, M.D., anv MEYER SONIS, M.D.* 


For almost three decades, pediatrics, 
child psychiatry and child welfare have 
been influenced deeply by the discoveries 
of damage in child development through 
traumatic separation. As a consequence of 
discoveries such as those of Bakwin(3), 
Spitz( 4,5) and Bowlby(6), there has been 
a considerable reaction against procedures 
in medical or social service which separate 
children from parents or their surrogates. 
Doctrines in child welfare have tended to 
abolish institutional care of infants. During 
the past few years, the number of children 
in foster care has decreased from 27,000 to 
7,000 in Philadelphia, while the number 
held together in families by A.D.C. grants 
has been increased to 44,000 in Philadel- 
phia. Further confirmation of this belief 
in damage to child development through 
traumatic separation was found in the sit- 
uation of most state institutions for men- 
tally defective and emotionally disturbed 
children. With inadequate staff and fa- 
cilities, poor intake and admission policies, 
an increased number of children were 
“dumped” on them for care, creating a 
static population of children who could 
not be returned to the community. 

Most hospitals for children have been 
less affected by doctrines but in most 
instances have relaxed former restrictions 
on visiting and have emphasized adequate 
preparation of children for anesthesia and 
operations. When the child is an outpatient 
in a general or a children’s hospital, it is 
seldom that emotional disturbance is con- 
sidered as potentially benefiting from in- 
patient study, and until recently there has 
been general reluctance to hospitalize 
children except as a last resort. 

It may be supposed that the combination 
of doctrines against separation and current 
experience in mental and general hospitals, 


1Read at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
Apr.27-May 1, 1959. 

2 Based on the concept of “Crisis,” as described 
by Lindemann, Caplan ef al.(1, 2). 

3 1700 Bainbridge St., Philadelphia, Pa. 


have tended to militate against the develop- 
ment of any constructive doctrine of thera- 
peutic hospitalization or separation as a 
tool for the study of highly disturbed 
family interaction. 

In brief, then, theory and practice seem 
to have led to a viewpoint that equated 
separation of child and parent with trau- 
matic consequences. Separation for psy- 
chological reasons was the end of the 
road, and hospitalization was the final 
stage of poor prognosis. The need to main- 
tain the child in his home, to keep families 
intact, to keep a marriage together, appar- 
ently acted to obscure the facts pointing 
to an opposite course of action. The pos- 
sible causes of the trend appear to be less 
important than the negative value given 
to separation. This view did not allow for 
such considerations as partial relief to the 
vicious cycle of parent-child destructive- 
ness ; the positive value of hospitalization ; 
allowing child and parent to be away from 
each other in order to reorganize them- 
selves constructively for future family 
living(7, 8) ; and to give opportunity for a 
family to test out their capacities to sup- 
port each other or to find their incapacity 
to do this. 

The intent of this paper is to examine 
this doctrine of separation in the light of 
our experience and to propose further ex- 
ploration of the value of timely and struc- 
tured separation of child and parent in an 
emotional crisis. From our experience over 
a 10 year period, we discovered the opera- 
tion of a doctrinal paradox. On the one 
hand, we were supporting and teaching the 
value of maintaining child and parent un- 
separated. We proposed lessening restric- 
tions on parent visiting in Children’s Hos- 
pital of Philadelphia, and pressed for 
greater liaison among the parents-child- 
hospital-physician group. We subsidized a 
casework program in the hospital, in order 
to aid (among other things) the parent in 
remaining related to the child in the hospi- 
tal and to assume increased responsibility 
for preparation of the child for medical 
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and surgical procedures. We indoctrinated 
pediatric residents to the end of preventing 
damage to child development through trau- 
matic separation. At the same time in our 
community child guidance clinic, we at- 
tempted to treat severely disturbed chil- 
dren and their parents in the home. In our 
attempts to treat the severely disturbed 
child in foster placement, we avoided hos- 
pitalization. We failed to consider, in con- 
sultations with child care agencies, the 
possibility that the disturbance was greater 
than the agency should attempt to manage. 
We shared with the school a belief that 
the school should provide for all levels of 
disturbance. In brief, this was a trend in 
the direction of avoiding separation of 
child and parent. 

On the other hand, we found ourselves 
involved in a series of experiences which 
indicated a shift in the direction of prac- 
tice. In individual cases there seemed to 
be value in temporary separation between 
the child and parent involved in an emo- 
tional crisis. It is our belief that brief 
review of these experiences may be of 
value in the further exploration of the 
notion that separation of child and parent 
need not be a traumatic or destructive 
experience in child development. 

The pediatric care situation in Children’s 
Hospital of Philadelphia has been an in- 
teresting laboratory in which to evaluate 
the paradox of doctrine and practice which 
has been suggested. Over the years, parents 
were involved to a greater extent in the 
total management of the hospitalized child. 
As parents ceased to be seen as foreign 
bodies, whose only intent was to delay 
nurses’ procedures, cause infection, badger 
physicians, and destroy the value of the 
housekeeping staff, the management of the 
child in the hospital became easier. The 
child with rheumatic fever became more 
tractable in following the regimen of rest, 
once he became assured through experience 
and help that his parents had not aban- 
doned him ; the child on a deprivation diet, 
for medical studies, was able to tolerate 
his anxiety to a great extent with paren- 
tal help and involvement; the child re- 
ceiving anesthesia responded to smaller 
doses of the anesthetic and arrived more 
readily at a relaxed stage when adequate 


support from parents was facilitated. In 
brief, a child was better able to manage 
his fears of abandonment, mutilation or 
injury through greater parent involvement 
and participation in the process of hos- 
pital care. However, there were exceptional 
situations in which continued visits of par- 
ents did not bring about a more tractable 
or better adjusted child. In the past the 
parents were told, in essence, that they 
were bad for the child and should not visit. 
In these situations, temporary relief was 
obtained, in that the child became more 
tractable, but in some situations the hos- 
pital ended up with apathetic, listless and 
withdrawn children, an abandoned child, 
or a child who showed greater long range 
disturbances. We discovered that struc- 
tured, non-punitive, and participating sep- 
aration of child and parent and separate 
assistance to each would permit the emer- 
gence of constructive experience for both 
parent and child. 

The case of Gary B. parallels other sit- 
uations of similar nature though in children 
with other illnesses, and seems sufficiently 
typical to illustrate the generic situation 
and its constructive possibilities. 


Case 1 : Gary, a 27-month-old white boy was 
hospitalized for about 4 weeks, following the 
initial presumptive diagnosis of early ulcera- 
tive colitis. The pediatrician prolonged hos- 
pitalization to explore both the physical and 
emotional aspects of the presenting problem 
in Gary and his family. 

Arrangements had been made for Mrs. B. 
to sleep in the hospital with Gary. As a re- 
sult, Mrs. B. seldom left Gary and Gary al- 
most never left his mother. Mrs. B. was cooper- 
ative in allowing all necessary medical and 
nursing procedures to go on, but dominated 
the perception of the child and his condition 
by her many fears and pressures. The child 
seemed to perceive all values in the same way 
as his mother. The continued presence of Mrs. 
B. made independent evaluation of Gary’s 
status with respect to play, sleep, peer rela- 
tionships, adult relationship, eating, toileting 
impossible. The frustration-to all personnel, 
from pediatric residents to housekeepers, was 
so great that they were ready to punish Mrs. 
B. The theoretical and practical issue was 
whether this tight union of Gary and his 
mother was an authentic defense against the 
anxiety of the illness and hospitalization, or 
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whether it was representative of an enduring 
pattern which was one of chronic infantiliza- 
tion, essentially depriving the child of ego 
nurturing. Were we dealing with constructive 
support to the child or a pathological re- 
gressed symbiosis ? 

It was decided to confront the parents with 
the diagnostic necessity of, and a plan for, 
temporary structured separation. Anticipating 


the parental reaction to separation, we dis-| 


cussed with them their views with respect 
to emotional factors as a part of Gary’s illness. 
Both parents had been quite defensive about 
any such consideration previously, with the 
mother’s attitude stronger than the father’s. 
The father and mother, age 37 and 32 respec- 
tively, prior to this event had given histories 
of “normal and usual” childhood and adult 
experiences : completely “normal and usual” 
experiences in their 11 years of marriage ; 
completely “normal” development of Gary. 
Normal despite a history of: sterility that 
existed in the first 5 to 6 years of marriage, 
followed by conception of a girl (age 6) ; and 
infertility for 2 years following this, ending in 
conception of Gary. They had resided with 
Mrs. B.’s mother for all 11 years of marriage 
and in the same house in which Mrs. B. was 
reared as a child. At age 27 months Gary 
was on a diet of baby food, held in his mother’s 
lap for bottle feeding, did not talk very freely, 
and was extremely shy of strangers and chil- 
dren. 

As Mrs. B. explored the possibility of sep- 
aration, she reiterated her fears that Gary 
might climb out of the crib and get hurt, 
get into things that he shouldn’t, go to the 
. bathroom and tamper with things ; he might 
feel lonely and angry and resent the attentions 
of the professional staff. With support and 
realistic reassurance, Mrs. B. was able to pre- 
pare Gary for this separation. 


A separatiun was achieved in this struc- 
tured way and it was possible to evaluate 
Gary more realistically. His reaction to 
separation was minimal. He cried when his 
mother left him at the elevator and was 
mildly depressed for a few minutes. He 
expressed anger when his physician started 
to leave him, he clung and kicked at a nurse 
but quieted down and played subsequently. 
He was now ready for diversification of 
foods and more systematic self feeding. 
Psychological tests could be done, and he 
achieved an 1L.Q. of 118. Medical proce- 
dures could be accomplished in .a shorter 


time and with less upheaval than before. 
Through introduction to play groups of 
peers and through adult relationships it 
was possible to evaluate his capacity for 
object relationship beyond his mother. The 
separation demonstrated a developmental 
spurt rather than regression. 

For the mother, the separation resulted 
in self-confrontation with the relevance of 
her fears. She began to perceive her own 
infantile self image and her sense of in- 
ability to perform as her husband wished. 
She was prepared for seeing the develop- 
mental spurt in the child when she began 
to visit again. Thus she was able to grasp 
that her own defenses against mature ex- 
pectation of herself, projected upon the 
child, resulted in infantilization of the 
child. 

This type of crisis situation(2) is be- 
coming more common. We are now seeing 
an increasing number of severe psycho- 
somatic conditions in very young children. 
The pediatrician confronted with a worsen- 
ing ulcerative colitis in a young child may 
find that the doctrine against separation 
plays into fixed defenses of parents. Under 
such conditions, it frequently happens that 
the parental neurosis is made worse by re- 
sentment on the part of physicians and 
hospital personnel toward the mother’s im- 
plication in the crippled developmental 
capacity of the child. In general, we spec- 
ulate that the threat of hostility directed 
at the mother increases her need to per- 
ceive the child as helpless and oppressed 
while increasing her defenses against psy- 
chogeneity of disease in the child since this 
is equivalent to an accusation of inade- 
quacy. The maternal hostility increases to- 
ward aggressive manifestations in the child, 
thus increasing the intensity of the psycho- 
somatic symptom. The structured separa- 
tion breaks into the total circular interac- 
tion allowing non-defensive assessment of 
the situation and the breakdown of system- 
atic projection of maternal defenses upon 
the child. It should be emphasized that 
punitive separation would be likely to be 
traumatic on both sides. Thus, in hospital 
practice, as a usual condition, close rela- 
tionship in visiting is mutually supportive 
to the child’s capacity to bear stress and 
to the parental ego adequacy. Exceptions 
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to the rule indicate that separation of 
special type may be necessary in order for 
the experience to become supportive. It 
is characteristic today to find that the devel- 
opmental crises of young children and 
parent-child interaction involve the pedia- 
trician and pediatric facilities in such a way 
that failure to comprehend the proportions 
of the crisis and to use separation as a form 
of preventive intervention will probably 
result in a worsening situation. It is this 
situation which fulfills the elements of a 
developmental crisis in that at the time of 
a critical period or event, there exists the 
possibility of definitely improving or 
worsening the developmental situation. 

In a similar manner, the spontaneous 
behavior of certain families and children 
in a crisis of acting out afforded us oppor- 
tunity in the outpatient setting of the 
Philadelphia Child Guidance Clinic to fur- 
ther understand the dynamic possibilities 
of structured and timely separation. 

The case of Larry J. illustrates a situation 
in which there were recurring crises and in 
which no intervention was possible until 
separation was forced by the action of the 
child. In this case, 4 different attempts to 
secure help from a psychiatric outpatient 
clinic for children failed apparently be- 
cause the possibility of separation was not 
considered. 


Case 2: When Larry was 5%, the case 
was referred following a major fire set by the 
child in the living room of his house. In an 
initial interview the mother described the child 
as having been irritable and bad tempered 
since birth and gave a history of breaking him 
of temper tantrums by whipping. She also 
broke him of head-banging punitively. The 
mother described herself as frequently ill, 
needing rest and needing to ask others to look 
after the children. (There was a girl of 1 yr. 
at this time.) She described this patient as 
always after her to do things for the younger 
child and not letting her sleep or rest. The 
mother failed to show up for subsequent 
appointments and found numerous excuses 
for not continuing in response to follow-up 
phone calls. 

Over the next 5 years the mother made 3 
more appointments on an emergency basis 
but did not continue with her intention until 
the last, at which time the child was 11%. By 
then, his case had involved the school through 


learning and truancy problems ; a protective 
agency had had several contacts because of 
cruelty complaints and several other psychia- 
tric facilities had been through a similar ex- 
perience as that of our clinic. Larry was now 
described as seclusive and _ untouchable, 
enuretic, taken to alternately looking after 
his siblings and then withdrawing, often a 
truant. 

In the course of therapy he was withdrawn 
as long as his mother was adequate and sup- 
portive. At the point where she would become 
ill, he would minister at first to all her needs 
and take care of the other children. Following 
several days of this, he would suddenly show 
disruptive behavior in school and run away 
from home. Essentially, there was no acces- 
sibility to treatment until the mother showed 
herself unable to carry parental responsibility. 
At this point the child would flee the home. 
The case terminated when he precipitated 
institutionalization by running away for a 
protracted period and showing massive dis- 
turbance when apprehended. 


The record in this case was distinguished 
in that at no time was the mother offered 
the possibility of separation from the child. 

In this case as in many similar ones, the 
presenting symptoms brought to the psy- 
chiatric clinic for children do not represent 
an average neurotic interaction in which 
the application for service is an emotionally 
responsible and relatively mature move on 
the part of the parents. It is rather that the 
acting out behavior of the child is hostile 
and destructive and so induces awareness 
in the parents of their own hostile, destruc- 
tive impulses. Application for service rep- 
resents flight from the situation and defense 
against the strong negative impulses. 

The original common elements of the 
cases are almost standard. Both father and 
mother have histories of emotional depriva- 
tion. Marriage seems adequately fulfilling 
until the birth of a child. The pregnancy 
and early child care experience increase the 
mother’s anticipations of excessive output 
and little reward. She is inconsistent in her 
mothering and increases the demand for 
care from her husband. He takes emotional 
flight from her demands and rage reactions. 
She now perceives the child as the object 
from which stems her sense of being treat- 
ed unfairly and reacts with increasing rage 
to the demands of the child, with intermit- 
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tent periods of guilty over-compensation 
in giving to him. The mother and child 
then alternate between closeness and in- 
fantile giving to one another and sudden 
rage reactions to frustrated expectancy. 
Physical violence on the part of the mother 
in early punishment predicts overt destruc- 
tiveness in the acting out of the child. 

Such cases tend to seek clinic help after 
a particularly frightening act of the child. 
The repressed wish in the mother is to 
receive rather than give, to flee the care of 
the child and avoid guilt, and to flee her 
own impulses of retaliation toward the 
child. The tendency on the part of profes- 
sional personnel to promote family unity 
is experienced by the mother as a further 
aggravation and demand. Primarily she 
seems to need immediate relief of guilt in 
order not to continue her flight. It appears 
to us that the doctrine against separation 
has acted to prevent the possibility of inter- 
vention in the case. 

One of the more important therapeutic 
trends has been that of better understand- 


ing of counter transference phenomena 


and the impact of such factors on the out- 
come of almost any operation with patients. 
In this sense, it seems likely that the doc- 
trines against separation have added to the 


counter transference factor operating 
against separating child and parent. The 
case of Jackie W. illustrates these points. 


Case 3: This 12-year-old boy had been 
the object of numerous psychiatric studies 
and attempts at treatment in the preceding 4 
years. The history resembled that of Larry J. 
There had been recurrent crises of fire setting, 
runaway behavior, school problems, overt 
theft, which came to a head in family violence. 
Mother and father were disturbed and had 
histories of emotional deprivation. The mother 
dominated the family. 

Psychiatric inpatient care had been recom- 
mended several years before but had not been 
accomplished. Unfortunately the dearth of 
adequate facilities seemed not to allow the 
placement, though there were undoubtedly 
reinforcing factors. 

We decided to attempt outpatient treatment 
with an arranged understanding that inpatient 
treatment and separation should be considered 
immediately if difficulties arose. In treatment 
the boy became resistant while at the same 
time the mother became more openly author- 


itative in her expectations toward the patient 
and toward her husband. The therapist ex- 
pressed the idea to the caseworker seeing 
the parents that a crisis might be in the making 
again. This idea was not well received but the 
patient took matters into his own hands. He 
precipitated a severe crisis at school and the 
school administration moved quickly to place 
the boy in a residential school. When the 
therapist supported the school in this move, 
the caseworker was dismayed and surprised. 
She claimed no basis for expecting this, de- 
spite previous dictation in the clinic record 
indicating that separation should be con- 
sidered in the event of another crisis. 


In the separated situation, 3 clear diag- 
nostic factors emerged which had been 
previously concealed. The boy, with whom 
treatment was continued, became highly 
verbal and revealed a secret sense of spe- 
cial responsibility for his mother’s welfare. 
Away from her he forgot his rage at her 
rejection of his masculinity and remem- 
bered that she was easily lost, and worried 
about her. 

Essentially there was revealed in both 
mother and child a tender and highly sex- 
ualized fantasy construction of the other 
which opened the door to understanding of 
the tremendous anger acted out when the 
fantasy proved inconsistent with reality. 
During the first week of separation the 
mother wrote 12 letters to the boy remind- 
ing him they could be together by praying 
at the same time every night. 

The other concealed factors in this fam- 
ily interaction came to light when the 
father, receiving from his adolescent 
daughter the understanding of his needs 
rejected by his wife, acted out incestuously 
with the child. 

This case served to considerably strength- 
en our conviction that separation should be 
more often selectively considered as a mat- 
ter of choice rather than waiting for the 
case to force the issue as a matter of ulti- 
mate bad prognosis. It was clear that prog- 
nosis was bettered through separation and 
equally clear that counter transference at- 
titudes reinforced by the doctrine against 
separation was a real factor in the manage- 
ment of cases of this type. 

Our findings were interesting enough 
to apply in a different type of situation, 
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which still had the child as an object upon 
whom disturbance could be projected and 
displaced. In this situation, we were at- 
tempting to study gastrointestinal symp- 
toms in infants under 6 months of age, as 
reflections of disturbed mother-infant inter- 
action. The problem posed was one of 
attempting to determine the primary cause : 
were symptoms primary or secondary to 
mother’s disturbance? was the infant's 
activity autogenic or reactive ? A project 
was evolved and continued for 5 years, in 
which an open-ended hospitalization of the 
infant was attempted, with possibilities of 
both physical and emotional factors as 
etiologic ; continued observation and study 
in a neutral environment; structured 48- 
hour separation of infant and mother in the 
first 2 days of hospitalization ; interviewing 
the mother on each of the days of separa- 
tion, and tape recording each interview. 
Not only was this structured separation 
useful in determination of the clinical rest- 
ing state of the infant, but it also acted as 
a vivid stimulus in tapping the entire area 
of maternal disturbance. 


The following two cases are illustrative 
of some of the findings of this project : 


Case 4: Doris A., a 3-months-old Negro 
female was the third child of a 24-year-old 
mother and a 61-year-old father. Pregnancy 
was complicated by vomiting ; labor and de- 
livery were uneventful, with no neonatal 
difficulties. Doris was breast-fed and began 
vomiting at 1 week of age continuing until 
the present. Supplemental feedings were 
added, formulas were changed, sedatives and 
antispasmodics given, but to no avail. Vomit- 
ing continued on milk, water or solids. In 
addition to the vomiting, a history was ob- 
tained of irritability, crying and inability of 
the mother to soothe the child. Hospitaliza- 
tion with structured separation was arranged, 
and as with many of the babies in the project, 
vomiting ceased within a day or two while 
maintained on the same formula as prior to 
hospitalization, irritability diminished, and all 
studies including C.B.C., urinalysis, g.i. series, 
stool examination, were within normal limits. 
During the interviewing of Mrs. A., a picture 
emerged of a woman who was literally pouring 
herself into the infant; unconsciously Doris 
had become the means of proving to the 
world, Mrs. A.’s family and herself, that she 
(Mrs. A.) could be a more adequate mother 


than her own mother ; with much of this re- 
lated to her own deprived childhood, need 
for dependence, and therefore an early mar- 
riage to an older man who required more than 
he could give, and a history of psychotic 
breakdown in the 2 previous pregnancies. 

Case 5: Charles K. was a 4-month-old 
white boy, the only child of a 19-year-old 
woman. His father had been killed in an 
automobile accident when Mrs. K. was 8 
months pregnant. Pregnancy was complicated 
by repeated attacks of cholecystitis and de- 
pression. Labor and birth were uneventful, 
with no neonatal difficulties. Ever since Charles 
was one week of age, vomiting has been a 
problem. Frequent formula changes and a 
previous hospitalization in another institution 
did not alter the picture. Hospitalization with 
structured separation was arranged. All studies 
were negative, the baby did well, and vomiting 
was quite slight. During the initial separation 
interview, Mrs. K. reported a dream of the 
previous night in which she felt that she had 
to give Charles away or he would starve to 
death. A picture emerged, in the interviewing, 
which very much confirmed her dream. Un- 
consciously she was literally feeding on the 
infant herself; by projection and displace- 
ment he had become her replaced husband ; 
he carried many of his father’s features and 
personality ; he became her sole means of 
comfort as Mrs. K. would hold long discourse 
with him about her loneliness and pain. 


CONCLUSIONS 


As a result of these experiences, we are 
convinced that a valuable diagnostic tool 
has been overlooked in child psychiatry. 
We decided to set up an acute inpatient 
service for pre-adolescent, emotionally dis- 
turbed children, based on the notion that 
a short period of carefully structured sep- 
aration at the time of a crisis may be a 
valuable diagnostic tool in permitting a 
more intensive and extensive evaluation of 
intrinsic problems in child and family. 
It should be emphasized that this notion 
does not negate the general principles of 
support for children to live in warm family 
relationships rather than apart from them. 
However, this notion does allow for excep- 
tions to the rule; all children are not best 
off in their own families ; structured and 
realistic separations are not inevitably trau- 
matic and the door is open to the tempo- 
rary separation of children with hospital 
placement as a relieving and elective diag- 
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nostic tool rather than inevitably as a last 
resort. 
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THE DISTRICT BRANCH OF THE APA: ITS ORIGIN, 
PRESENT STATUS, AND FUTURE DEVELOPMENT * 


WALTER H. OBENAUF, M.D.? 


Founded in 1844 as the Association of 
Medical Superintendents of American 
Institutions for the Insane, continued from 
1892 to 1921 as the American Medico- 
Psychological Association, the American 
Psychiatric Association is the oldest medi- 
cal organization of national scope in North 
America. It has a history of which its 
members can justly be proud, for it has 
continuously served to advance the most 
enlightened treatment for those suffering 
from mental and nervous disorders, and has 
maintained from its beginning an authori- 
tative position in the continuing effort to 
improve the treatment of the mentally ill. 

In the beginning, it appears that the 
Association had little, if anything, in the 
way of a written constitution or by-laws, 
although the objectives seem to have been 
well understood. The 1892 Constitution 
stated, “The object of this Association 
shall be the study of all subjects pertaining 
to mental disease, including the care, 
treatment and promotion of the best in- 
terests of the insane.” This same wording, 
with the words, “epileptic, feebleminded 
and allied classes” added, was carried 
over in the revised constitution adopted in 
1921. The present wording of Association 
objectives was adopted in 1933, and reads 
as follows, 


(a) to further the study of subjects pertain- 
ing to the nature, treatment, and prevention of 
mental disorders ; (b) to further the interests, 
the maintenance, and the advancement of 
standards of hospitals for mental disorders, of 
outpatient clinics, and of all other agencies 
concerned with the medical, social, and legal 
aspects of these disorders ; (c) to further psy- 
chiatric education and research; (d) and to 
apply psychiatric knowledge to other branches 
of medicine, to other sciences, and to the pub- 
lic welfare. 


1 Read at the Milwaukee Neuropsychiatric Society, 
March 18, 1959. Revised May 15, 1959. 

2 Immediate Past Speaker, Assembly of District 
Branches of the APA; Medical Superintendent, Pon- 
tiac State Hosp., Mich. ; Formerly Assistant Medical 
Superintendent, Ypsilanti State Hosp., Mich. 
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In order to carry out its objectives, the 
Association has always depended largely 
upon its members working in committees 
and as individuals on specific assignments. 
At first, the members were very few in 
number and organizational problems were 
comparatively simple. Starting with the 
original 13 Medical Superintendents, 
growth during the ensuing 4 or 5 decades 
was slow. By 1892, however, its size had 
increased to about 250 members. At this 
time, the membership designation “Medical 
Superintendents” was changed on the As- 
sociation Roster to “Members” and As- 
sistant Physicians in mental hospitals were 
for the first time eligible to be called 
“Associate Members”(1). A second im- 
portant change in this respect occurred in 
1921, when physicians other than those 
practicing in institutions for the insane 
became eligible for membership(2). At 
the same time, the category of “Fellow” 
was established, and those previously called 
“Associate Members” became “Members.” 
To be sure, these changes reflected the 
tempo of the times, especially the fact 
that, following World War I, increasing 
numbers of psychiatrists began to practice 
their specialty outside the confines of a 
mental hospital. This embracement by the 
Association, of all psychiatrists, no matter 
what their individual interest—be it adult 
or child psychiatry, psychoanalysis, forensic 
psychiatry, or any other acceptable form— 
had profound effects. In 1921, when the 
Association adopted its present name, there 
were about 1,000 members. In 1934, the 
year after the category of “Associate Mem- 
ber” was re-established, there were 1,604 ; 
and by 1944 this had increased to 3,387. 
Following World War II, the growth 
curve of the Association rose steeply (see 
graph) and as of May 1958 there was a 
total of 10,536 members of all classes. 
Indeed, it is this very growth and the 
resulting complexity of demand and respon- 
sibility thrust upon the Association that 
has made the District Branch and the 
Assembly of District Branches not only a 
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logical step but also a necessary develop- 
ment. 

From 1844 to 1891, all committees re- 
ported directly to the Medical Superintend- 
ents gathered at the annual meeting. 
Since 1892, the Association has been 
governed by an elected Council, which 
receives all committee reports and makes 
recommendations to the membership at 
the annual meeting. That this system has 
prevailed for so long a time is a tribute to 
the wisdom and devotion of the many 
distinguished Fellows of the Association 
who have labored through the years to 
carry on the work of the Council ; theirs 
has been a labor of love often carried on 
at considerable personal sacrifice with 
their chief reward being simply the satis- 
faction of their accomplishments; and 
perhaps, the applause of their fellow mem- 
bers. Nevertheless, it became increasingly 
difficult for this small group of individuals 
to reflect the feelings and wishes of the 
membership, and rumblings of discontent 
began to be heard with increasing force. 

The Assembly of District Branches as 
now constituted has been the outgrowth of 
various arrangements that have been tried. 
In 1927, as a result of the Presidential 
address given two years earlier by William 


A. White, the by-Laws were amended 
to provide for “Sections” as well as 
for “District Societies” of the APA(3). 
The “Sections” were to be any National 
Society with similar interests who wished 
to become an organic part of the Associa- 
tion. Provision was made to assimilate their 
treasuries as well as their membership, but 
non-APA members were to be kept on a 
separate list and they would have no voice 
in the affairs of the Association. This ar- 
rangement soon outlived its potential use- 
fulness, however, and it was abandoned in 
1936(4). The “District Societies,” on the 
other hand, beginning with the Massachu- 
setts Psychiatric Society in 1931, flourished 
—perhaps due to the degree of local au- 
tonomy they enjoyed under Section 2, 
Article V of the by-Laws, which stated : 
“Local organizations shall be allowed to 
include members who are not eligible for 
membership in the Association and shall 
in general be allowed a wide latitude in 
their organization.” The benefits looked 
for from the District Society were sum- 
marized by President Kline as: 1. To pro- 
vide information regarding candidates for 
membership in the Association; 2. To 
stimulate the holding of more frequent 
sectional meetings so that members could 


AMERICAN PSYCHIATRIC ASSOCIATION GRAPH SHOWING GROWTH OF MEMBERSHIP ALL CLASSES 


20,000 90 
9,000 


8,000 


10,536: 


8,347; 


q 


94 1904 14 '24 134 144 


Association of Medical 
Superintendents of American 
Institutions For The Insane 


American Medico- 
Psychological Association 


American Psychiatrie Association 
Prepared by W. Obenauf, M.D. Jan. 1959. 


| 

. 

| 

7,000 

6,000 

5,000 

4,000 

3,387: 
3,000 

1 

1,131 

1,000 726 1 
346 
13 23 58 65 iee— 


418 


THE DISTRICT BRANCH OF THE A.P.A. 


[ November 


be more active ; 3. And to stimulate interest 
in psychiatry(3). It seems fair to say that 
these benefits were felt, and that they con- 
tinue to be felt through the “Affiliated 
Societies” under which designation these 
organizations have continued to function 
since 1936. At that time as already noted, 
the “Sections” previously authorized were 
abolished, the designation of the “District 
Societies” changed to “Affiliated Societies,” 
and a new category created to be called 
“District Branches.” President Cheney had 
this to say at the annual meeting held in 
St. Louis when the changed designations 
were submitted to the membership for 
approval : 


Briefly, if I may interpolate, these amendments 
change the designation of what has previously 
been called a district society to that of an 
affiliated society, such societies being made up 
of other than members of this Association. 
Under the present Constitution, these are dis- 
trict societies that are composed (not only) of 
persons who are members of this Association 
but also (those) who are not members. It has 
been difficult to handle that situation and the 
Council has given careful consideration to the 
matter of having such societies called district 
societies. The provision is made by this amend- 
ment to have, therefore, affiliated societies. 

It would seem that any organization that 
was a district branch of an association such 
as this should be really a part of the parent 
body and be composed only of members of 
this Association. The term affiliation does not 
indicate that an association or society is a part 
of the parent body. On the other hand, the 
amendments provide that where groups of 
Fellows or Members of this Association wish 
to organize into local or district societies, pro- 
vision can be made and they will be called 
district societies, but they shall be limited al- 
ways to members and fellows of the Associ- 
ation (5). 


Thus, the formation of “District Branches” 
as we now know them has been possible 
since 1936, but no reaction in the way of 
effective organization occurred for some 12 
or 13 years. 

The 1930’s and 1940's saw great changes 
in the practice of medicine, including the 
specialty of psychiatry. Gradually, the 
structure of the Association began to be 
questioned with respect to whether it could 
meet the challenge of the times and pro- 


vide the leadership expected by its mem- 
bers. There was a suspicion on the part of 
some that the Association was being con- 
trolled by a small autocratic group, to 
whom the wishes of the membership were 
not known ; or if known, were largely be- 
ing ignored. An Association report concern- 
ing this period states : 


In December 1944, at a meeting of the Coun- 
cil of the American Psychiatric Association in 
New York, vigorous protest was made by 
various members of the Association regarding 
the failure of the Association to assume leader- 
ship in the field of psychiatry, to support the 
psychiatric work in the Army and Navy, to 
assist members in the improvement of their 
state hospitals, to further psychiatric educa- 
ion, and many other things (6). 


A committee, under the Chairmanship 
of Doctor Karl A. Menninger, was appoint- 
ed by President Karl M. Bowman and a 
most exhaustive study of the problems in- 
volved was carried on over a period of 
several years. The result was a compre- 
hensive plan submitted in 1948, which 
would have abolished Council and set up a 
House of Delegates, with the executive 
function to be vested in a Board of Trustees. 

This proposal stirred up enormous con- 
troversy and for a time a separatist move- 
ment seemed to threeten the unity of the 
Association. As stated by Doctor Harry 
C. Solomon in his Presidential Address of 
May 1958 : 


Those who were most concerned with and 
active in the Association’s affairs tended to split 
into two factions. One group, many of whom 
were associated with the Group for the Ad- 
vancement of Psychiatry, formed shortly after 
the War, were strongly in favor of the reorgan- 
ization plan feeling that it would bring new life 
and leadership to psychiatry. Another group, 
many of whom were associated with the Com- 
mittee for the Preservation of Medical Stand- 
ards in Psychiatry, was more or less unalter- 
ably opposed, fearing that it would destroy 
cherished values, policies and procedures (7). 


Under the circumstances at that time, no 
action on the plan was possible and only 
minimal changes in the Constitution and 
by-Laws were made in 1950. By 1952, how- 
ever, tempers had cooled and it was then 
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possible again to amend Article V of the 
by-Laws and thereby to create the Assem- 
bly of District Branches and for the first 
time to give some real purpose to District 
Branch formation. 

Until the Assembly came into being, 
the Affiliated Society held sway on the 
local scene, and for many years to the 
complete exclusion of the District Branch. 
This is not at all surprising, since the 
Affiliated Society had almost complete 
autonomy over its own organizational 
affairs; the District Branch on the other 
hand would be required to limit its mem- 
bership to those physicians who belonged 
to the American Psychiatric Association. It 
was not until 1949, and then no doubt 
stimulated by the report of the Committee 
on Reorganization, and in anticipation of 
organizational change, that the first two 
District Branches were formed and recog- 
nized—the Pennsylvania District Branch 
(including the State of Delaware) and the 
Mid Continent District Branch (including 
the States of Kansas and Missouri). The 
authorization of the Assembly, however, 
provided the key that had been missing. 
immediately, interest in the formation of 
District Branches took a sudden surge for- 
ward. Thus, at the time of the first meeting 
of the Assembly in Los Angeles in May of 
1953, there were some 16 District Branches 
in being and all sent a representative to 
participate in this historic event. 

There has been rapid growth since that 
time and some 49 District Branches are 
now in existence within whose territorial 
limits over 95% of all APA members live 
and work. Each District Branch elects a 
Representative to the Assembly, whose vot- 
ing strength is in proportion to the number 
of members he represents (one vote for 
each 20 members; fractions of 20 not 
counted). The elected Officers of the As- 
sembly consist of a Speaker, Speaker-Elect 
(now called Deputy Speaker), a Past 
Speaker, a Recorder (or secretary) ; and 5 
members of a Policy Committee, selected 
from Five Areas by caucus at the annual 
meeting on a staggered basis to serve terms 
of 2 years. The place of the Assembly in 
the Association now seems secure, and its 
importance in the determination of policy 
becomes stronger each year. Indeed, Coun- 
cil has come to depend on the Assembly 


for advice in ever increasing degree before 
taking action on any matters of major 
policy. 

During the coming year, further amend- 
ments to our Constitution and by-Laws will 
be submitted for approval of the member- 
ship. These would consolidate the gains 
made thus far and authorize “approved” 
District Branches to act in the name of the 
Association with respect to new member- 
ship applications from within their terri- 
torial limits (provision is made for “mem- 
bership-at-large” in certain situations). 
Because of this growth and development 
of the District Branch Movement, there 
seems to be no doubt that in time the 
original plan of the Reorganization Com- 
mittee headed by Doctor Karl Menninger 
will, to all intents and purposes, be fulfilled. 

Let us now turn to some of the problems 
inherent in the present state of District 
Branch development, and discuss one or 
two areas in which improvement might be 
made in order to carry out better the ob- 
jectives of the Association, of the Assembly, 
and of the individual District Branch. The 
Assembly of District Branches has defined 
its purpose as 


to represent and serve the needs of the District 
Branches in their relationship to the governing 
bodies of the APA and to represent the govern- 
ing bodies of the APA in their relationship to 
the District Branches. 


The purpose of the District Branch is 
stated as follows : 


to represent the local psychiatric profession in 
the American Psychiatric Association through 
its delegates to the Assembly of District 
Branches. The District Branch will foster the 
progress of psychiatry, represent psychiatry in 
the designated local area and assist the Amer- 
ican Psychiatric Association in promoting its 
aims and objectives(8). 


It is my belief that the Assembly is now 
fulfilling its objectives in a very satisfactory 
manner. We do have under continuing 
study certain features, however, such as 
the possibility of improving our method 
of distributing voting power among the 
District Branch Representatives (for in- 
stance, should District Branches that have 
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more than 200 members be allowed more 
than one representative ?). 

With respect to the District Branches, 
there is likewise cause for much satisfac- 
tion. The local member is taking an ever 
increasing interest in the affairs of the 
Association, There is much improved liaison 
between committees working on the local 
scene and committees performing a similar 
function for the Association; and most 
importantly, the local member can at last, 
through his representative to the Assembly, 
have his voice heard and his opinion felt 
in our highest Councils. Nevertheless, there 
is still much room for improvement. 

The representation of psychiatry in a 
really satisfactory and simultaneous way 
at both the state and local levels is one of 
the important areas now in need of study 
and action. Considerable thought has been 
given to this matter, and two possible solu- 
tions have been offered. 

One of these is already in operation in 
the State of New York. There, the 10 Dis- 
trict Branches now in that state have 
formed a “Committee of Delegates” com- 
posed of the Representatives and Alternate 
Representatives to the Assembly from the 
various District Branches. They get to- 
gether at least 4 times a year and act for 
the profession at the state level. Apparently 
they are at present quite satisfied with the 
arrangement, although it has been in opera- 
tion only a year or so. However, New York 
is unique in that it has over 1/5th of all 
APA members presently living and practic- 
ing within its political boundaries and for 
this reason has been given the status of 
“Area” in the organization of the Assembly. 
Most other states have but one, Indiana 
and Missouri have 2, and California has 3 
District Branches. On the other hand, the 
Northern New England District Branch 
encompasses 4 states, the Intermountain 
District Branch has 7, and the North Pacific 
District Branch includes 3 states and one 
Canadian province. 

The other suggestion regarding an ar- 
rangement whereby both local and state- 
wide responsibilities may be met, is one 
for which I have been responsible. It 
concerns the possibility of maintaining the 
size of the District Branch to coincide with 
state boundaries whenever there are 
enough APA members (such as in the State 


of Wisconsin) to make this feasible. This 
might bear some similarity to the way the 
American Medical Association is subdivided 
into State Medical Societies. The District 
Branch in turn could be subdivided into 
local units which might be called “Chap- 
ters,” much as the State Medical Society 
is subdivided into County Units. Members 
of the “Chapter” would also be members 
of the District Branch, and of course, of 
the Association. Each “Chapter” would 
elect its own officers, arrange its own pro- 
grams, provide for its own expenses and 
send representatives to a “Council” or 
“House of Representatives” of the District 
Branch. Its members would be eligible for 
election to office in the District Branch. The 
local “Chapters” would possibly have 
meetings at monthly intervals, whereas the 
District Branch might have one or two 
meetings per year to put on scientific pro- 
grams, to act on matters considered by the 
District Branch Council between meetings, 
to elect officers, and to consider instructions 
to be given the Representative to the As- 
sembly.* In this way, both local as well as 
state-wide and Association needs could be 
met. It seems to me that such an arrange- 
ment also has the advantage of giving 
the local member more to stimulate his 
interest—if he is so motivated, he can 
aspire to office on the local, the state, or 
the Association level. The increased op- 
portunity for experience in organizational 
work could have great value, not only 
to the individual member that wants to 
enlarge his horizons but to the Association 
as well, where new talent is always needed 
and welcome. 

We should act reasonably soon, in my 
judgment, to resolve this problem of state- 
wide and local representation and organiza- 
tion.* Of the 49 District Branches, some 29 


3 As noted earlier in this paper, study is now 
being given to the possibility of allowing more than 
one representative from a given District Branch 
under certain conditions. If the “Chapter” arrange- 
ment is adopted and if multiple representation in the 
Assembly eventually is permitted, the writer would 
favor having each Representative to the Assembly 
selected in part on the basis of geography. In this 
way he could be responsible personally to the mem- 
bership in his territory as well as to the District 
Branch as a whole. 


4#At the 1959 Annual Meeting in Philadelphia, 
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are now organized along the political 
boundaries ot a single state, province or 
territory. In several of these—and in time 
no doubt in most—there will be a desire 
on the part of local groups to set up their 
own societies and thus “splinter” the exist- 
ing District Branches into ever smaller 
units. Wisconsin is one example of where 
1 have heard about discussion of such a 
movement. The inevitable result of such 
“splintering,” if allowed to proceed too far, 
would be an Assembly too large for eftec- 
tive action; and at the state level there 
would be increased difficulties with respect 
to coordination of effort, if not outright 
hostility and disunity between the splin- 
tered District Branches. When and if this 
situation came to pass, the entire structure 
of the Assembly and its component units 
probably would have to be rebuilt, possibly 
along the lines now suggested. Prudence 
would seem to dictate that we take ap- 
propriate action while there is yet time. 
Now let us turn to another problem—our 
relationship as organized psychiatrists to 
our honored and respected colleagues such 
as the neurologists, neurosurgeons, intern- 
ists, pediatricians—those who have been 
eligible for membership in our Affiliated 
Societies, but who do not fulfill the re- 
quirements for membership in the Associa- 
tion. It has long been one of the strengths 
of the Affiliated Society that because of its 
multi-disciplinary nature, a working rela- 
tionship has been established that is 
extremely valuable. Through this relation- 
ship, the non-psychiatric members add 
materially to their understanding of psy- 
chiatry, the psychiatrist is kept abreast of 
developments in related fields, and oppor- 
tunity for collaboration on the professional 
level is much enhanced. There also results 
from this understanding and fellowship an 


APA Council adopted a resolution endorsing the 
encouragement of District Branch organization along 
State, Provincial or Territorial lines, and the dis- 
couragement of “splintering” of District Branches 
now covering an entire State, Province, or Territory. 
The Assembly was requested to consider further the 
concept of “Chapters” within District Branches and 
to present at a later date specific proposals or recom- 
mendations along this line. The subject was again 
discussed in the Assembly, the idea endorsed in 
principle, and referred for further study by the 
separate District Branches and by the Policy Com. 
mittee of the Assembly. 


atmosphere in which the support of our 
medical colleagues comes naturally when 
we are faced with public issues ; an exam- 
ple of this is the legislative efforts of the 
clinical psychologists at the present time. 

From the first it has been hoped that the 
closest kind of working relationship could 
be developed between the District Branch 
and the Affiliated Society. It is felt that 
both organizations have an important role 
to play on the local scene, overlapping in 
many areas perhaps, but each unique in its 
own way. The District Branch being an 
organic part of the APA, provides the local 
member an opportunity to participate in 
the business of the Association. Through 
debate and discussion, opinions are formed 
which can be transmitted through the 
Representative to the Assembly. The Affili- 
ated Society on the other hand provides a 
needed relationship at the local level for 
liaison and organic union with our non- 
APA medical brethren. 

Many District Branches arose in the first 
place from the membership of the Affiliated 
Societies. Indeed, the District Branch was 
often superimposed on the older organiza- 
tion. At the present time, there are 14 
cases in which both organizations have 
been continued having the same officers, 
holding joint or alternating meetings, and 
with the closest possible relationship. Local 
circumstances vary from place to place, 
however, and here and there the older 
Affiliated Society has been replaced by the 
District Branch. In some such cases, the 
non-APA members have been retained as 
Affiliates who are welcome to come to 
meetings, but who have no vote and who 
cannot hold office. During a period of 
transition, perhaps a satisfactory solution 
might consist of maintaining both organ- 
izations as separate and distinct units that 
could have meetings on alternating dates 
(the scientific and social portions of which 
are open to members of both), plan their 
programs together, and share in common 
costs, such as for Speakers, rentals, etc. 
In this way, there would be no awkward- 
ness of a non-APA member happened to 
be nominated for office in the Affiliated 
Society, and the dues needed might not be 
much greater than would be required for 
one Society that did all these things on its 
own. Another solution might consist of 
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liberalizing the regulations for membership 
in the Association itself, so that, for in- 
stance, Board Certification in a related 
medical specialty would qualify a physi- 
cian for Associate Membership. 

In any event, it must be recognized that 
psychiatrists, like all medical doctors, are 
busy people and the idea of having two 
local professional societies with approxi- 
mately the same membership (75% of the 
Affiliated Society Members must be psy- 
chiatrists) and much the same interests, 
holding simultaneous but separate meetings 
just doesn’t make sense. 

It is my hope that practical adjustments, 
perhaps along the lines suggested above, 
can be made so that the benefits peculiar 
to both types of organizations may continue 
to be felt. I believe deeply in the demo- 
cratic process that is made possible by the 
District Branches, but I also am concerned 
lest we psychiatrists permit the clouding 
of our identification in the public mind, and 
indeed, in the minds of our medical breth- 
ren, as Doctors of Medicine. The distinction 
between a psychiatrist and a psychologist 
is already a little foggy—and I think that, 
like a certain political party at this time, 
we should be giving some thought to the 
clarification of our public image. In that 
context, the abandonment of the medical 
liaison we have developed in the Affiliated 
Society scarcely seems the thing to do. 

- I would like to go back at this point and 
repeat one of the objectives as given in the 
Constitution of our Association—“and to 
apply psychiatric knowledge to other 
branches of medicine, to other sciences, 
and to the public welfare.” If the District 
Branch is to assist in promoting this feature, 
it would seem only reasonable that suitable 
adjustments in its organizational structure 
should be made. Indeed, it would seem that 
our membership will have to decide in 
proper time just which of our stated Asso- 
ciation objectives we really want to empha- 
size. If psychiatry, through the Association, 
is to provide leadership in the fight against 
mental illness, it would seem that we will 
be called upon to do somewhat more than 
might be expected of an organization con- 


cerned only with scientific matters. The 
relationship between the District Branch 
of the American Psychiatric Association and 
the “other branches of medicine, the other 
sciences, and the public” is involved here, 
and much study and discussion will be 
required to provide proper perspective and 
solution. 


SUMMARY 


This paper has represented an attempt 
to summarize the facts pertinent to the 
development and present status of the Dis- 
trict Branch movement that is now pro- 
gressing within the American Psychiatric 
Association. Some reflections concerning 
and suggestions about organization for 
the effective meeting of local and state- 
wide needs for psychiatry have been 
offered. The related matter of adjust- 
ments between the District Branch and 
the Affiliated Society has also been dis- 
cussed and the need for continued liaison 
with our medical brethren emphasized. 
It is this writer's earnest hope that he 
may have stimulated thinking on these 
matters in some small degree; that con- 
structive and fruitful discussion may fol- 
low ; that out of collective wisdom flowing 
from the democratic process, the American 
Psychiatric Association may continue to 
maintain an organizational structure that 
will permit the perpetuation of her status, 
not only as the oldest Medical Association 
of National size in North America, but also 
as the recognized leader in the fight against 
mental illness as well. 
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A CROSS-CULTURAL APPROACH TO MENTAL HEALTH PROBLEMS ' 


E. D. WITTKOWER, M.D., anv J. FRIED, Px.D.” 


Much thought has been given to the defi- 
nition of the term and to the delineation 
of the field of social psychiatry. According 
to M. Opler(1), “the impact of social and 
cultural environment upon the develop- 
ment of personalities is the central concern 
of social psychiatry.” This general descrip- 
tion indicates that social psychiatry, in 
contrast to clinical psychiatry, invariably 
involves the complicated play of interper- 
sonal relations between sets of individuals, 
and that it views the behaviour of such 
individuals against the background of, in 
interaction with, and in response to their 
socio-cultural environment. Such approach 
implies and presupposes a thorough knowl- 
edge on the part of the social psychiatrist 
of the social system in which patients under 
his observation live, or, more realistically, 
a close collaboration between psychiatrists 
and social scientists. 

However, because the field as outlined 
by M. Opler(1)—ranging as it does from 
marriage counselling to the effect of cul- 
ture change on mental health—is so wide 
that no single person can encompass it, 
it appears advisable to detach cultural psy- 
chiatry from social psychiatry and to treat 
it as a separate entity. As such the term 
cultural psychiatry denotes a field of re- 
search which explores the frequency, etiol- 
ogy and nosology of mental illness and the 
care and after-care of the mentally ill 
within the confines of a cultural unit and in 
relation to the cultural environment con- 
cerned. The term “culture” has gradually 
emerged from the studies of anthropologists 
to refer to a uniquely expressed mode of 
social life based upon patterns of thinking 
and acting that reflect overtly and covertly 
organized feelings and perceptions which 
are held in common by all the normal mem- 
bers of the community. 

As regards the interplay between culture 


1 Read at the 115th annual meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., Apr. 27- 
May 1, 1959. 

2 Respectively, Associate Professor of Psychiatry and 
Assistant Professor of Anthropology, McGill Univer- 
sity, Montreal, Can. 


and personality, the position taken by us 
can be defined as follows : Certain drives 
and infantile experiences are common to 
all human beings though variations in de- 
gree and quality occur. Parental values, 
attitudes and controls which reflect cultural 
tradition are, by precept and example, im- 
planted in, and incorporated and absorbed 
by, the ego of the child and form the core of 
his conscious and unconscious superego. 
Consequently culture does not only repre- 
sent the fabric of the ways of living of the 
society in which we live but it also has its 
counterpart in our inner world. In line 
with this argument culture conflict has its 
battleground in the inner as well as in the 
outer world. 

A still wider vista unfolds if human be- 
havior (normal and abnormal) and any of 
the areas named are subjected to compari- 
son in contrasting cultures. Because this ap- 
proach goes beyond the boundaries of one 
culture, we have called it transcultural ; its 
comparative and contrasting aspects have 
been labelled cross-cultural. 

During the last 3 years Dr. Fried and I 
have been jointly engaged in a transcultur- 
al psychiatric study. The aims of this re- 
search are to arrive at conclusions regard- 
ing which cultural norms make for mental 
health and which foster the development of 
mental illness ; and by isolating and defin- 
ing modifiable socio-cultural variables, to 
work towards prevention, or at least reduc- 
tion, of mental illness. 


SOURCES OF DATA 


The data summarized in this paper have 
come predominantly from correspondence 
with psychiatrists and social scientists 
abroad, strategically placed and qualified 
to be able to give authoritative information. 
This communication network _ stretches 
around the world and has involved over 30 
countries.* 


3 The information thus received was organized in 
the form of a number of Newsletters (Newsletter— 
Transcultural Research in Mental Health Problems) 
sent to our correspondents and available to others 
interested in the subject. 
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A SURVEY OF CROSS-CULTURAL MENTAL 
HEALTH PROBLEMS 


Four questions concerning this field of 
interest which have been raised repeatedly 
will be taken up successively. 

1. ARE THERE ANY SIGNIFICANT DIFFER- 
ENCES IN THE PREVALENCE AND INCIDENCE OF 
MENTAL DISORDERS IN DIFFERENT CULTURES ? 

Largely based on rates of mental hospital 
admissions and hence open to objections 
regarding their general validity such dif- 
ferences have been reported. For instance 
mental! hospital admissions of schizophren- 
ics according to Ratanakorn(2) amount to 
72% in Thailand as against 28.8% in the 
U.S.S.R.(3) on a survey of 193 Soviet Rus- 
sian mental institutions. According to sever- 
al observers, the incidence of depressive 
psychoses is low among African negroes(5, 
6, 7), and among Indonesians(8). The sui- 
cide rate is reported high in Japan, Den- 
mark, Switzerland, and in Whites resident 
in South Africa. It is low in lreland(9), in 
African negroes(10), and non-existent in 
the Bantu. Margetts(11) reporting from 
Kenya, doubts whether depressions and sui- 
cides in Africa are really as rare as is gen- 
erally believed. According to him “most 
Africans do not have much of a concept of 
depression as an illness though they have 
words for sadness and grief.” Rarity of se- 
nile psychosis has been noted in Hong Kong 
(12) and Formosa(13). Also open to doubt 
is the alleged very low incidence of psycho- 
neuroses in African negroes, Chinese and 
Indians. It seems conceivable that the 
scarcity of trained psychiatrists in these 
countries is such, and the necessity to deal 
with psychiatric emergencies is so great, 
that the problem of psychoneurosis, which 
looms so large in the western world, is of 
minor importance. The writers from Ire- 
land(9) and Greece(14), in Europe, and 
an Indian psychiatrist, M. R. Gaitonde(15) 
in Bombay, are the only ones who report 
on conversion hysterics in appreciable num- 
bers. Obsessional neuroses have been re- 
ported as rare on Formosa(13), in Kuwait 
(16), and among African negroes(10). 
The common belief, recently restated by 
Stainbrook(17) that the high incidence of 
psychosomatic disorders is one of the 
doubtful privileges of western civilization 
is not borne out by Parhad’s(16) observa- 


tions in Kuwait and by Seguin’s(18) and 
our own observations in Peruvian Indians. 
Alcoholism is rare on Formosa(13). It con- 
stitutes a particularly serious problem in 
Peru(19) and in the Union of South Africa 
(10). Sexual perversions have been report- 
ed as common in Iran(20), and as rare in 
Russia (21). 

2. ARE THERE ANY MENTAL DISORDERS 
COMMON IN SOME CULTURES BUT NON- 
EXISTENT IN OTHERS ? 

From what has been said it is evident 
that the main categories of mental dis- 
orders are ubiquitous. Mental disorders 
confined to certain geographical areas are 
those due to malnutrition, to malarial and 
other infections, toxic psychoses, and vari- 
ants of drug addictions. African specialists 
have identified what seems to be some 
mental syndromes indigenous to that con- 
tinent, e.g. Carother’s(4) “frenzied anxi- 
ety.” Whether this is an organic illness or 
a functional psychosis is not clear. Only 
further research on such apparently unique 
disturbances can prove whether they are 
cultural variants of known conditions or 
totally new phenomena. 

3. ARE THERE ANY NOSOLOGICAL DIFFER- 
ENCES IN THE MANIFESTATIONS OF MENTAL 
DISEASE ON COMPARISON OF DIFFERENT CUL- 
TURES ? 

The example of schizophrenia may be 
given. Observers with psychiatric exper- 
ience in the East and in the West(22), 
have noted that hospitalized schizophrenic 
patients are less aggressive and less violent 
in India and in Japan than schizophrenics 
in western mental hospitals. Caudill(23) 
observed that Japanese schizophrenic pa- 
tients, more than patients in the United 
States, maintain contact with other human 
beings. 

Schizophrenia in African natives is said 
to be quieter and less florid—a poor imita- 
tion of European forms(24). Twilight or 
confusional states, often of short duration, 
are common. Severe schizophrenics in var- 
ious stages of deterioration, with marked 
blunting of affect and poorly organized, 
autistic thinking, prevail or at least come 
predominantly under the care of psychia- 
trists. Most observers agree that the hebe- 
phrenic form of schizophrenia is most com- 
monly seen and that the paranoid form 
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is relatively uncommon. Hallucinations, 
auditory and visual, are systematized and 
have a predominantly mythological con- 
tent. Delusions of being bewitched or 
poisoned are most common. 


4. ARE THERE ANY PSYCHIATRIC SYN- 
DROMES SPECIFIC TO CERTAIN GEOGRAPHICAL 
AREAS OR CULTURAL CONFINES ? | 

Such syndromes, to mention just a few, 
have been described under the names of 
Koro, Latah, Imu, Arctic hysteria, Young- 
da-Hte, Hsieh-Ping, Susto and Windigo 
psychosis. 

Patients suffering from Koro, a disorder 
reported from Malaya and Southern China, 
are suddenly seized by the belief that their 
penis is shrinking into their abdomen. To 
forestall such an event which, according to 
popular belief, would lead to death, elabo- 
rate preventive measures are taken, such as 
clamping the penis into a wooden box or 
tying a red string around it(12). 

Latah has been reported from various 
parts of the world (among the Malay races, 
as Imu among the Ainus of North Japan 
and as Arctic hysteria among Eskimos and 
Siberian natives). It is usually precipi- 
tated by fright, occurs in middle-aged 
women, and is characterized by a trance- 
like state with automatic obedience, alter- 
nating with motility storms, echolalia and 
echopraxia(12). 

A trance-like state under the name of 
Hsieh-Ping has been reported from For- 
mosa(13). The symptoms during seizures, 
which last from half an hour to many hours, 
consist of tremor, disorientation, clouding 
of consciousness and delirium, often ac- 
companied by visual or auditory hallucina- 
tions. An outstanding feature is ancestor 
identification. Magical and mystical animal 
transformation states have been reported 
from Indonesia(8). 

Sal y Rosas(25), one of our correspond- 
ents from Peru, reports on a condition 
named Susto (magic fright). It is precipi- 
tated by a violent fright experience, occurs 
usually in children and adolescents and is 
characterized by intense anxiety, hyper- 
excitability, and a state of depression ac- 
companied by considerable loss of weight. 
The patients believe that their “soul” has 
been separated from their body, and has 
been absorbed and kidnapped by the Earth. 


The treatment applied consists of magical 
acts to recover the fugitive or robbed 
spirit. 

To return to the question raised, it ap- 
pears that the syndromes described consti- 
tute, to some extent, clinical entities, though 
they are less specific nosologically than 
is frequently believed. Phenomenological 
overlap between some of the syndromes 
described under different names in geo- 
graphically widely separated areas is notice- 
able. According to local psychiatric observ- 
ers, most of the syndromes have been 
regarded as culture-bound variants of 
hysteria. 


SOME PSYCHOCULTURAL AND SOCIOCULTURAL 
CONSIDERATIONS 


Thus far a brief account has been given 
of observations which have been made. In 
appraising their significance, psychocultural 
as well as sociocultural variables have to 
be taken into account. 


PSYCHOCULTURAL VARIABLES 


Obsessional neuroses. The alleged ab- 
sence of obsessional neuroses in some 
cultures, e.g. in African negroes(26) and in 
Chinese(13) could be attributed: to the 
disinclination of obsessive-compulsives all 
over the world to consult psychiatrists ; to 
the mitigating effect of lenient early toilet 
training on sphincter morality develop- 
ment; to externalization of a threatening 
superego in the form of popular beliefs 
and superstitions; and to absorption of 
obsessional defences into culture dictated 
rituals. 

Depression. The rarity of depression, if 
indeed it is rare, in certain cultures, e.g. 
among African natives, has been accounted 
for : by a weak superego formation, by pre- 
dominance of projective mechanisms and 
by the prophylactic effect of ritual and 
ceremonial observances following a death. 
Contrasting the high incidence of con- 
fusional excitement, often combined with 
homicidal behaviour, and the rarity of de- 
pression, P. K. Benedict and Jacks(27) 
suggest that in non-literate cultures hos- 
tility of psychotics is channelled outward, 
whereas in Euro-American culture hostility 
is more often directed inward. 

Schizophrenia. Divergent views have 
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been expressed regarding the relevance of 
Oriental cultures to the incidence of schizo- 
phrenia. It has been suggested that the 
Eastern way of life (a) predisposes to 
schizophrenia(2) (b) conceals it in prizing 
and rewarding schizoid trends(28) and 
(c) safeguards against it by providing out- 
lets for introvert tendencies(29, 30). 

Beyond this, it is obvious that the con- 
tent of schizophrenic delusions is condi- 
tioned by culturally patterned orientation 
and that their paucity or richness reflects 
the modalities of mental and behavioural 
activities inherent in diverse cultural sys- 
tems. 


SOCIOCULTURAL VARIABLES 


As regards sociocultural variables the 
effects of detribalization, urbanization, cul- 
ture change, migration and culture-deter- 
mined differences in psychotherapy will be 
briefly dealt with. 

1. Observations made in various parts of 
Africa(31, 7) and in Haiti(32) show that, 
as rural, backward and tribal native popu- 
lations enter urban areas, mental disorders 
increase in frequency and their clinical 
manifestations approximate those of the 
European white settlers. 

2. There is general agreement that radi- 
cal culture change is felt by large sections 
of the affected populations as a stressful 
experience. A frequent result of stressful 
experiences of this kind is an increase in 
antisocial behaviour. However, differing 
responses to similar experiences have been 
noted in culturally distinct groups. Thus, 
in Israel(33), Jewish immigrants from 
Tunisia have a high rate of delinquency 
and of other forms of antisocial behaviour 
whereas Yemenites have a low rate. 

Other apparently culture-bound variants 
of mental phenomena reported in migrants 
include a high frequency of bronchial 
asthma in Iraqui Jews migrated to Israel 
and of generalized, shifting pains in Indians 
migrating from the Andes to the coastal 
cities of Peru(18). 

3. Crosscultural evidence indicates that 
differences in culturally based attitudes to- 
wards the mentally ill and towards mental 
hospitals may influence rates of commit- 
ment and of release. Irrespective of avail- 
ability of mental hospitals, there is a high 


tolerance in Oriental and African societies 
for what in the Western world would be 
considered seriously disturbed behaviour. 

Cultural premises influence types of 
treatment procedures in different cultures. 
For instance, adherence to traditional sys- 
tems of values seems to account for the 
resistance of Japanese psychiatrists to psy- 
choanalysis and their preference for ego- 
directed forms of psychotherapy founded 
on established and accepted religious sys- 
tems. Prominent among these are : Morita- 
therapy based on Zen Buddhist disciplines 
and Nishimaru’s Confucian based persua- 
sion therapy(34). 

Still another aspect of cultural orienta- 
tion is applied to psychotherapy by Spiegel 
(35) who showed that the goals of psy- 
chotherapy and the therapeutic process as 
such, are influenced by concordant or 
discordant cultural values of therapist and 
patient. 


CRITICALLY ASSESSING VALIDITY OF DATA 


The general survey given throws into 
relief the numerous difficulties which beset 
the student of, and investigator in, the 
field of transcultural psychiatry, some of 
which follow. 

Variability of the concepts of mental 
health and illness. While it is difficult 
enough to agree on what is “normal,” “still 
normal” or “already abnormal” in one’s 
own culture, these difficulties are multi- 
plied if standards of normality and ab- 
normality established in one culture have 
to be compared with those in an entirely 
different culture. Application of Western 
standards of normality by Western psy- 
chiatric observers in dealing with primitive 
societies may result in grave errors regard- 
ing the frequency of mental illness owing 
. ethnocentric orientation and ethnocentric 

ias. 

Moreover, it has been pointed out that 
historically and geographically disease de- 
tection, disease-naming and disease ac- 
ceptance are conditioned by the prevailing 
social and cultural systems of medical be- 
haviour(17) i.e. “being sick” is a cultural 
phenomenon in itself. For instance, shaman- 
ism which would be regarded as patho- 
logical by us is regarded as normal in the 
countries in which it is practised and dys- 
menorrhoea becomes an illness only if the 
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social system in which the sufferer lives 
considers having pain with menstrual 
periods as an illness. As mentioned before, 
the same argument applies to the absence 
or presence of depression in primitive 
societies. 

Variability of nomenclature. Visitors from 
the Far East, accustomed as they are to 
Kraepelinian diagnostic criteria, are usually 
amazed by the much wider conception of 
the term in North America. Similarly, the 
relatively high figure for incidence of the 
manic form of manic-depressive psychoses 
in some cultures has been attributed to the 
tendency of local psychiatrists to diagnose 
states of excitement as manic rather than 
as catatonic excitement or schizo-affective 
state as undoubtedly many psychiatrists 
would(17, 27). 

Variability of locale of observations. Data 
on mental illness in primitives, as far as 
psychiatrists are concerned, have been pre- 
dominantly obtained from hospitalized pa- 
tients. Since in native culture, a majority 
of the patients suffering from mental illness 
do not seek medical help or are attended 
by native practitioners, observations based 
on hospitalized patients deal with a highly 
selected population. Comparison of ob- 
servations made in field studies with hos- 
pitalized patients is clearly impossible. 

Other difficulties encountered in es- 
tablishing valid comparisons include inade- 
quate training of anthropological observers 
in psychiatry and inadequate training of 
psychiatric observers in anthropology, as 
well as differences in the quality, training 
and orientation of the psychiatric observers, 
in the methods of sampling, in the intensity 
of the investigation, and in the methods of 
computation of data. 

Last but not least, differences in co- 
operation of the populations studied have 
to be taken into account. Partly because 
they mistake the white doctor as the stereo- 
type of the “official” partly because they 
fear hospitalization, natives on being inter- 
viewed are apt to adopt evasive tactics(36) 
or to fabricate. Africans are known to be 
great storytellers(11). Moreover when an 
interview with a preliterate or barely liter- 
ate person has to be conducted through an 
interpreter, distortions of meaning will 
inevitably arise. 


SUMMARY AND CONCLUSIONS 


There are many ways of viewing the 
etiology of mental disease. It can be under- 
stood as being due to heredity, due to 
fixation at infantile levels of instinctual 
development and faulty early object rela- 
tionships, due to biological dysfunctions 
and due to influences arising from inter- 
personal relationships within the society 
or culture in which an individual lives. 
None of these viewpoints is “wrong” but 
each represents a segmental view of a 
multilateral process. 

In the foregoing an attempt has been 
made to survey our present knowledge 
regarding the relevance of social and 
cultural factors to the etiology and treat- 
ment of mental illness. In this survey which 
inevitably had to be incomplete many ques- 
tions have been raised and few have been 
answered. It has been shown that the 
major categories of mental disorders occur 
ubiquitously, that there is some evidence 
that they are distributed unevenly, that 
nosological differences exist between dif- 
ferent cultural areas and that differences 
both in frequency and in nature of clinical 
manifestations can be related to cultural 
differences. Methodological difficulties es- 
pecially of comparative quantitative studies 
but also of qualitative studies have been 
pointed out. 
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THERAPEUTIC RE-ORIENTATION IN SOME DEPRESSIVE STATES : 
CLINICAL EVALUATION OF A NEW MONO-AMINE OXIDASE 
INHIBITOR (W-1544-A) (PHENELZINE (NARDIL *)? 


WILLIAM FURST, M.D., F.A.P.A.3 


Humphrey Osmond(1), in discussing 
historical considerations in “Chemical Con- 
cepts of Psychosis” stated, “When you are 
searching for a needle in a haystack, the 
knowledge that someone has pricked a 
finger ought to be encouraging.” It would 
appear that in this era of ataraxics and 
energizers some investigators have experi- 
enced lancinating wounds, 

In 1939 I was a first year staff psychiatrist 
at Norristown State Hospital in Pennsyl- 
vania. At Dr. A. P. Noyes’ weekly diagnos- 
tic conference, the following case was pre- 
sented : 


A female, aged 54, hospitalized for 2 years, 
exhibited marked retarded depression, anergia, 
insomnia, anorexia, and anhedonia. She had 
twice tried suicide. Her predominant remark 
was “I feel dead inside and wish I were dead.” 
Her lips were cracked and her neck showed 
reddish discoloration. Her tongue was dry. 
Constipation was extreme. Her ward physician, 
then in analytic training, offered a diagnosis 
of Involutional Melancholia and proceeded to 
give his psychopathological formulation from 
the then current Freudian viewpoint. “This 
patient suffered from penile envy as a child. 
Having a baby, to her, equalled having a penis. 
Menstruation meant the capacity to have a 
baby (or penis). Cessation of menstruation 
caused an awakening of infantile attitudes 
concerning castration. Thus involutional de- 
pression unconsciously was related to a dis- 
appointment over the lack of a penis.” In 
discussing the case I remarked that the clinical 
picture was suggestive of the depressive state 
accompanying pellagra, for which nicotinic 
acid might be of value. The laughter of my 
colleagues squelched me. It was then heretical 
to object to dynamic analytic formulation. 


I was then aware of Bleckwenn’s(2) re- 
port in 1930 on the intravenous use of 


1U. S. trade name. 

2Read at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
Apr. 27-May 1, 1959. 

3 Attending Neuropsychiatrist, East Orange Gen- 
eral Hospital, East Orange, N. J. 


sodium amytal in altering affective states. 
Accordingly, I gave the patient a solution 
of 3% grains of sodium amytal intravenous- 
ly. Her response was dramatic. Within 3 
minutes she was conversant, describing her 
intense relief that something could help 
her. Within 2 hours she again relapsed into 
her former state. I am sure this reaction 
has occurred in the experience of many 
eclectic psychiatrists. Heartened, I pre- 
scribed nicotinic acid and she eventually 
improved. But how did improvement oc- 
cur? This thought and the sequence of 
events leading up to it remained with me. 
The era of electroshock treatment did not 
obliterate it. Moreover, numerous referrals 
of depressive psychoses from psychoanalysts 
who conceded defeat with analytic therapy 
(and whose patients responded to ECT) 
served only to heighten my curiosity. Do 
we really know anything specific about 
most depressive states other than pure 
theory or empirical result ? 

In January 1957, when my attention was 
directed to iproniazid by Kline, et al.(3), 
the experience of 20 years before sparked 
my curiosity. Perhaps iproniazid, related to 
nicotinic acid, was a breakthrough to a 
more specific understanding of depressive 
states 

Accordingly, I treated 100 cases of severe 
depressive syndromes with iproniazid, re- 
porting my results to the Eastern Psychi- 
atric Research Association in October 1957 
(4). Approximately 3 out of 4 cases re- 
sponded as well as, if not better than, to 
ECT. This experience has been verified by 
others. 

Zeller’s(5) contribution that iproniazid 
inhibited mono-amine oxidase suggested a 
potential pharmacological understanding 
for the improvement clinically demonstra- 
ble. 

Brodie, Spector, and Shore(6), demon- 
strated the potential importance of the 
brain “neuro-humors” serotonin and nor- 
epinephrine, and their relationship to the 
enzyme mono-amine oxidase. Iproniazid, 
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inhibiting mono-amine oxidase, increased 
available brain nor-epinephrine and sero- 
tonin for “normalizing of cerebral activity.” 
Is it likely then that mono-amine oxidase 
inhibitors act as catalysts in psychological 
energy exchanges? In depressive syn- 
dromes, where anergia is such a dominant 
symptom, the recall of a basic law of 
physics, that “energy can neither be created 
nor destroyed, but may be transformed” 
seems rational within the conceptual frame- 
work of “psychic energizing.” Psychiatrists 
must now give attention to this new param- 
eter and also integrate these concepts with 
recent neurophysiological data concerning 
input, brain coding and de-coding, feed- 
back systems and output mechanisms. 

While these concepts bring us closer to 
a_ psychophysiological understanding of 
therapeutic effectiveness, there are still 
many blind spots in the theoretical con- 
struction, but for the present, new insights 
are accumulating in the etiology of “depres- 
sion.” Reflect for a moment on an excerpt 
from a recent address by Aldous Huxley, 
entitled “The Final Revolution.” Therein 
he discussed “the social, ethical, and re- 
ligious implications of the new biochemico- 
psychological techniques which are making 
it possible to act directly on the human 
organism rather than, as was the case with 
earlier revolutions, on the environment with 
a hope of changing behavior indirectly.” 


NOSOLOGY 


Evaluation of mood disorders requires 
attention to the outstanding manifestation, 
depression. Glibly we talk of the treatment 
of depression, frequently using the symp- 


tom and the syndrome interchangeably. 

When we communicate within the 
framework of reference of “depression,” 
exactly what do we mean ? Much confusion 
exists. Garmany(7) studied 525 depressives 
divided into 3 categories : 

A. In the manic-depressive endogenous 
type, depression comes from within, mean- 
ing the same as idiopathic, i.e., one does not 
know why it happens but that it is a disease 
entity. 

B. In the involutional depression, the age 
range is usually menopausal to old age. 
There is a pre-morbid compulsive perfec- 
tionistic personality. No previous attacks 
have occurred and usually hypochondriasis 
and agitation have been associated. 

C. In the reactive type, there is a pro- 
gressive reaction to events and thus it is 
not considered as a disease entity. 

Garmany concludes that the differentia- 
tion between these types is an unreal one 
and that their distinction is merely a matter 
of quantity rather than quality of the 
disease. 

I take issue with these conclusions since 
this traditional concept maintaining the in- 
fluence of primary situational factors and/or 
intra-psychic conflict denies the psycho- 
pharmacologic and physiologic understand- 
ings which are slowly accumulating. A more 
meaningful nosological classification of de- 
pressive states is long overdue. 


W-1544-A (PHENELZINE) (NarprL) 


Due to the hepatotoxicity of iproniazid, 
intensive search has been underway for 
substitute effective analogues. In September 
1958 the experimental compound W-1544-A 
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was made available to me for clinical 
screening. The structural formula is : 


CH, CH,NHNH, 


B-phenethylhydrazine 


Fic. 2 


CHEMICAL CONFIGURATION OF W-1544-A 


Phenelzine (W-1544-A) in common 
with iproniazid, J.B. 516 (Catron), and 
numerous other drugs, is a potent mono- 
amine oxidase inhibitor. Experimentally in 
vivo animal testing demonstrates that 
W-1544-A effects approximately 5 times 
more mono-amine oxidase inhibition than 
iproniazid. Furthermore, 1/5 the dose of 
W-1544-A increases brain serotonin in ex- 
perimental animals higher than iproniazid 
(8). It is of interest to note the structural 
similarity of W-1544-A and iproniazid to 
other sympathomimetic drugs, i.e., ephe- 
drine, nor-epinephrine, and amphetamine. 

W-1544-A in its action resembles sym- 
pathomimetic amines. It has a prolonged 
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CHEMICAL STRUCTURAL RELATIONSHIP BETWEEN ENERGIZING DruGs 


effect on mono-amine oxidase and _ is 
cumulative in action on repeated adminis- 
tration. 


TEST SAMPLE 

In this experiment, non-hospitalized pa- 
tients were carefully selected from private 
practice primarily for the clinical picture 
of the depressive syndrome characterized 
by anergia, anorexia, anhedonia, weight 
loss, insomnia, and depression. Situational 
factors were either minimal or absent. Sup- 
portive psychotherapy was minimal and 
essentially of the repressive rather than 
expressive type. 


DOSAGE 


In this screening study oral dosage 
ranged from 60 mg. to 90 mg. daily in 
divided doses. If response was obtained 
within one week or less, the dosage was 
gradually adjusted downward. Pyridoxine 
25 mg. daily was routinely used on the 
theory that this vitamin has prophylactic 
effect on the induced pyridoxine deficiency. 
Maintenance doses of 6 mg. daily of W- 
1544-A were eventually achieved in about 
4 to 6 weeks and continued 2 to 3 months 
or longer. 
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SIDE EFFECTS 


On this regime there have been relatively 
few adverse effects noted. Most of the 
symptom complaints could hardly be 
distinguished from depressive concomi- 
tants. Those observed were : 


Probably due Probably due 
SYMPTOM to drug effect to disease effect 
Headache 
Constipation 
Dizziness 
Heartburn and bloating 
Increased agitation 
Drowsiness 
Nausea 
Insomnia 
Weakness 
Weight loss 
Bad taste, dryness 
or burning of mouth 
Blurred vision 
Generalized paresthesias 
Drowsiness and head 
fullness on sympatho- 
mimetic drug 
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Errects Due to W-1544-A 


CONTRAINDICATIONS 


Phenelzine has mild drug potentiations 
with sedatives and narcotics. In one in- 
stance incompatibility with Wyamine, pro- 
ducing severe headaches, was noted. Dental 
extraction with adrenalin-novocaine local 
anesthesia may have produced adverse 
blood pressure effects. As with all drugs of 
the mono-amine oxidase inhibiting group, 


previous hepatorenal disease is a relative 
contraindication unless carefully followed 
with appropriate laboratory studies. No in- 
compatibility between phenelzine and 
electrotherapy has been noted in 10 treated 
patients. 


COMPARISON WITH IPRONIAZID 


Extensive experience with iproniazid 
permits comparison as follows : 


IPRONIAZID 


W-1544-A 

Drug potency +b 

Hypotension 

Appetite stimulant 

Weight gain 

Edema 

Libido 

Insomnia 

Jaundice 

Tremors 

Constipation 

Paresthesias 

Heartburn and bloating 

Headache and/or 
dizziness 
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CoMPARISON EFFECTS OF 
IPRONIAZID AND W-1544-A 


LABORATORY DATA 


Pre-test urinalysis, C.B.C., alkaline phos- 
phatase, thymol turbidity, and cephalin 
flocculation tests were compared with simi- 
lar findings determined after the second 
month of ingestion. To date no significant 
abnormalities have been detected in 30 
cases studied in this series. 
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Tuerareutic Resutts W-1544-A 


Total number of patients treated 
Number of patients completing 
more than 4 weeks treatment 
Number of patients approaching remission 
Number of patients unchanged 
Number of patients unimproved, not 
completed more than 4 weeks of treatment 


50 
36 
25 
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% Remissions of patients completing more than 4 weeks treatment 
% Patients unchanged who completed more than 4 weeks treatment 
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SUMMARY 


A re-orientation to theory and therapy 
of some depressive states is slowly coming 
into sharper focus. The sequence of events 
developing from the response of a de- 
pressed patient to nicotinic acid and its 
relation to iproniazid is presented. Psychic 
energizers, mono-amine oxidase inhibitors, 
serotonin, and nor-epinephrine may have 
etiologic relationship in depressive dis- 
orders. Neurophysiological findings must 
also be integrated with psychopharmaco- 
logical researches. A more specific noso- 
logical re-classification to recognize that 
involutional melancholia, manic-depressive 
states, and reactive depression may vary 
qualitatively rather than quantitatively is 
in order. Clinical experience with phenel- 
zine (W-1544-A), a new mono-amine oxi- 
dase inhibitor, is presented as to drug 
characteristics, dosage, side effects, thera- 
peutic effect, and comparability with ipron- 
iazid. In a preliminary screening at the 
private practice level, 69% of 36 patients 
who completed more than 4 weeks of 
treatment with W-1544-A showed remission 
from endogenous depressive states. 


ConcLusIONsS 

1. Phenelzine (W-1544-A) is a potent 
anti-depressant drug approaching the 
therapeutic effectiveness of iproniazid. 

2. In a screening test with severely de- 
pressed ambulatory private patients, no 
jaundice, abnormal weight gain, or signifi- 
cant hypotension was noted with W-1544-A. 
This is in sharp contrast to the use of 
iproniazid administered under comparable 
conditions and similar dosage. 

3. W-1544-A is a further advance in the 
psychopharmacologic, theoretical, and ther- 
apeutic re-orientation to depressive illness. 
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DISCUSSION 

Dovucitas GotpMan, M.D. (Cincinnati, 
Ohio ).—Dr. Furst’s paper is concerned with 
two properly related topics: first, thera- 
peutic re-orientation in some depressive 
states, and second, clinical evaluation of a 
new mono-amine oxidase inhibitor. From 
long experience in the treatment of de- 
pression in private patients and in state 
hospital patients, and from strong personal 
bias in favor of organic orientation in psy- 
chiatry as well as in favor of physical and 
pharmacologic treatment methods, I an- 
ticipated a great deal of satisfaction in the 
opportunity to study the material in this 
paper. The cause of organic understanding 
in psychiatry, however, will not be pro- 
moted by any but the most carefully 
documented data whether in relation to 
theoretic formulation or evaluation of new 
treatment methods. I am in complete agree- 
ment with Dr. Furst in his rejection of any 
analytic formulation as an explanation of 
the etiology of depression, but the attempt 
to relate the occurrence of pellagra in 1939 
when it was all too common in state hos- 
pitals to the etiology of depression of long 
standing (which indeed might have been 
the cause of the pellagra), and relating the 
therapeutic effects of nicotinic acid with 
those of any amine-oxidase inhibitor of 
whatever chemical structure, is so strained 
that it represents a close approach to a psy- 
chiatric, chemical, and pharmacologic non- 
sequitur. 

It is certainly evident to most of us that 
the concept of depression requires clari- 
fication, but there is as yet no warrant for 
criticizing Garmany’s division of depressive 
patients into 3 categories : endogenous, in- 
volutional and reactive, on the basis of 
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pharmacologic or physiologic understand- 
ing. Our knowledge, in spite of a great 
deal of effort on the part of many indi- 
viduals and groups of careful workers, has 
not progressed to the point of clarifying 
and re-organizing clinical concepts. It may 
well be that physical and pharmacologic 
treatment methods are effective in the 
treatment of depression, but empiricism, 
however gratifying and practical, is no 
substitute for understanding based upon 
knowledge of etiology, anatomy and physi- 
ology. We are, in the understanding of the 
symptom, depression, at a level similar to 
that of the clinician dealing with fever 
prior to the discoveries of micro-biology 
ana without the understanding of neuro- 
physiologic control of the temperature 
mechanism. 

W-1544-A is a potent pharmacologic and 
therapeutic agent with properties similar 
to those of other mono-amine oxidase in- 
hibiting hydrazides. We have used the 
material in a variety of state hospital pa- 
tients with various depressive manifesta- 
tions, occurring in a number of different 
clinical categories. We have treated 45 pa- 


tients with W-1544-A over a period of 1 to 
11 months as part of a larger project in- 
volving a number of anti-depressant drugs, 


both amine-oxidase inhibitors and sub- 
stances without this property. In such a 
study of the effect of anti-depressant drugs, 
the concept of “psychic energy,” is revealed 
as a useless mis-application of a good 
scientific word. As Dr. Brodie pointed out 
in a previous discussion along this line, 
the word “energy” refers to a measurable 
physical property that can be expressed in 
ergs. 

Anti-depressant drugs have certain spe- 
cific clinical properties that distinguish 
them from stimulants and from those anti- 
psychotic substances rather improperly 
called ataractics. All kinds of depression 
are not relieved by these drugs. Schizo- 
phrenic withdrawal, disappointment and 
grief do not respond. Only the specific kind 
of illness recognized by every psychiatrist 
as depressive, whether considered “endo- 


genous,” “dysphoric,” or otherwise quali- 
fied, responds brilliantly to the use of the 
anti-depressant drugs. These drugs are not 
all mono-amine oxidase inhibitors. Other 
important properties of these drugs mani- 
fested clinically are the activation of schizo- 
phrenic symptoms in schizophrenic patients 
only, and the “over-shooting” of therapeutic 
effect with production of active manic 
manifestations in those depressive individu- 
als who are susceptible to them. W-1544-A 
has these properties par excellence im com- 
mon with iproniazid, Tofranil and other 
substances studied. These drugs therefore 
require reasonably close attention to the 
patient particularly in the earlier period of 
treatment, within the first 6 to 10 weeks. 
We have not seen jaundice with any of the 
anti-depressant drugs we have studied, and 
this includes 250 patients treated with 
iproniazid. W-1544-A remains innocent in 
this respect also. However, we have studied, 
over a long period, blood pressure fluctua- 
tions in 37 patients. Twenty-one of these, 
well over half, showed a drop of at least 
20 mm. in systolic blood pressure and 8, 
more than 20%, showed a drop to 90 mm. 
or below. This is comparable to observa- 
tions with iproniazid. It is, therefore, our 
considered opinion that blood pressure 
must be closely observed in the first 6 
weeks of treatment, at least, and that pa- 
tients who cannot be relied upon for co- 
operation should be omitted from study 
with this drug. 

We have also seen two instances of hy- 
perkinetic excitement produced by W-1544- 
A. This effect, also observed with other 
anti-depressant drugs is not to be confused 
with over-stimulation. It subsides promptly 
on the use of an effective phenothiazine, 
such as triflupromazine or perphenazine, 
given parenterally by preference under 
such circumstances. 

We consider W-1544-A an extremely po- 
tent and useful anti-depressant agent 
requiring mature clinical skill in its use. 
It represents a significant addition to the 
list of drugs of psychotherapeutic value. 
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CONSIDERATIONS IN DETERMINING A MODEL 
FOR THE MENTAL HOSPITAL * 


MORRIS S. SCHWARTZ, Pu.D., anno CHARLOTTE GREEN SCHWARTZ, M.A.’ 


The controversy over the size of the 
mental hospital is but one of the many 
issues about the organization of inpatient 
facilities for mental patients. Other issues 
deal with the theoretical orientation that 
should guide such a facility or the treat- 
ment it should use. Some practitioners 
maintain that the basic orientation should 
be somatic ; others hold that it should be 
psycho-social ; still others attempt some 
combination of orientations. Drugs, indi- 
vidual psychotherapy, and milieu therapy 
are each advocated as the primary form of 
treatment. 

It seems to us that a basic problem re- 
lated to these specific issues concerns the 
model that is appropriate for an inpatient 
facility. That is, what plan or blueprint 
should serve as a guide for developing the 
form and social organization of a treatment 
institution for mental patients ? Should it 
resemble a general hospital, a school, or 
a set of family units ? Before such a model 
can be developed, certain considerations 
must be faced. In this paper, we would 
like to direct attention to what we feel are 
basic considerations in devising a model 
that would have potentialities for effective- 
ly contributing to the improvement of 
patients. We recognize that more than one 
model may be required. We are not con- 
cerned here with describing the kinds of 
models suitable for different types of pa- 
tients, but with some considerations that 
have to be taken into account in arriving 
at such models. 


THE FEASIBLE AND THE 
DESIRABLE INSTITUTION 

In conceptualizing a model for an in- 
patient facility, it is important to consider 
both the institution that is feasible and the 
one that is desirable. Focusing upon the 
feasible directs attention to what can come 
about in the immediate future ; considering 


1 Read at the 115th annual meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., Apr. 27- 
May 1, 1959. 
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the desirable can help establish long-term 
goals that, in turn, will affect decisions 
made in the present. A basic difficulty in 
the discussions of inpatient facilities is the 
frequent failure to distinguish between the 
feasible and the desirable. Practitioners 
often fail to make clear whether they are 
referring to what they believe should be 
or what they think can be achieved in the 
immediate future. Thus, in the present 
controversy over the size of the facility, 
do some practitioners support the idea of 
the large state mental hospital because they 
think it is the only feasible pattern at pres- 
ent while their opponents attack it because 
they believe the conventional state hospital 
is undesirable ? If the participants in such 
discussions stated from which of these 
standpoints they were speaking, the issues 
might be clarified and fruitless talking past 
each other might be avoided. 


THE THEORETICAL ORIENTATION TOWARD 
MENTAL ILLNESS AND ITS TREATMENT 


Another important set of considerations 
is the practitioner’s conceptions of mental 
illness and its treatment. Often kept im- 
plicit, these conceptions partly determine 
his ideas about what patient needs are, how 
these needs can be met, and what can be 
done to facilitate patients’ improvement. 

A different type of facility may be re- 
quired if the mental illness is seen as a 
function of faulty interpersonal relations 
to be treated via interpersonal means than 
if it is conceived of as an organic dis- 
turbance for which somatic therapies are 
indicated. In the former case, the primary 
orientation would be on organizing, direct- 
ing, and utilizing interpersonal relations for 
patient benefit. In the latter, the primary 
function of the social organization would 
be to facilitate the administration of so- 
matic therapies. If the conception of illness 
encompasses both the interpersonal and the 
somatic, the facility would need to be dif- 
ferent from one based exclusively on either 
conception. 

It seems to us that if practitioners are 
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to develop a rational plan, they must 
make explicit their conceptions of mental 
illness and its treatment, the bases for their 
ideas, and the implications of these con- 
ceptions for the form and organization of 
an inpatient facility. From such specifica- 
tion they can begin to draw the connections 
between theory and practice and develop 
the outlines of a facility accordingly. 


THE PURPOSES AND INTERESTS PRACTITIONERS 
WOULD LIKE THE FACILITY TO PURSUE 

The goals of the facility must be con- 
sidered in planning it. Although the stated 
goals may be to treat patients and to help 
them return to society, a mental institution 
usually has other goals, such as : protecting 
society against deviants, protecting patients 
against themselves and each other, and 
caring for certain persons unable to care 
for themselves. These goals must be clari- 
fied and related to one another. This should 
help the practitioner discover the social 
structure most suitable for achieving the 
primary objectives. 

Ordinarily, the hierarchy of purposes is 
not clearly specified, and practitioners try 
to pursue a number of purposes simul- 
taneously without giving primacy to any 
one. This lack of clarification of the facili- 
ty’s purpose and of the conditions under 
which one or another purpose takes pri- 
macy makes it difficult to discover the kind 
of social structure that will most adequately 
carry out these purposes. 

For example, if the major purpose is to 
re-educate and re-socialize patients, the 
practitioner must specify the kinds of social 
situations to which patients will return and 
the nature of the problems they will face. 
He then can begin systematically preparing 
patients for the roles they will assume 
outside the institution. This would mean 
that the form and structure of the facility 
must be oriented to the processes of un- 
learning and relearning social behavior and 
to guiding patients through a series of 
graded tasks and learning situations until 
they graduate to the outside. If the practi- 
tioner takes the primacy of this purpose 
seriously, he cannot just add the re-educa- 
tion idea onto the operation of the conven- 
tional mental hospital. The entire organiza- 
tion of the facility would have to revolve 
around this conception, and other elements 


would be subservient to this purpose. 

On the other hand, if the primary pur- 
pose is to protect society against the patient, 
another type of social organization would 
be more appropriate, directed toward 
maintaining control, surveillance, and re- 
ducing the risks of patient misbehavior and 
destructiveness. 

Usually it is necessary to work out a 
balance between a number of different 
purposes. For a multi-purposed institution, 
it is important to be clear about the condi- 
tions under which one purpose takes pre- 
cedence over another. 

Furthermore, it is important for the 
practitioner to specify the effects he would 
like to have on patients as a result of their 
stay in the facility, in terms of cure, re- 
organization of personality, improvement, 
alleviation of symptoms, prevention of 
further deterioration and the like. Practi- 
tioners also hope their patients will attain 
a more adequate degree of functioning in 
social roles or develop the ability to get 
along outside a mental institution. 

While some practitioners believe it is 
important to make treatment objectives 
explicit, they often fail to make exnlicit 
the social objectives that they hold for 
patients. Even less frequently do they con- 
sider the connection between their ob- 
jectives for patients and the way the 
facility needs to be organized to attain 
these objectives. 

We would maintain that the practi- 
tioner’s treatment objectives imply a set of 
social values. These values become em- 
bodied in inpatient facilities. Some institu- 
tions, for example, largely reflect the values 
of having patients “get along with people,” 
abide by institutional rules and regulations, 
and be cooperative members of hospital 
society. Many of the institution’s forms are 
directed toward insuring patient con- 
formity. 

But if a practitioner values individuality 
and uniqueness in patients, he would have 
to develop a structure that would minimize 
restrictiveness on patient behavior and 
would encourage spontaneity. The two 
social structures would necessarily differ. 

But whatever the purpose or purposes 
and whatever the specific treatment. ob- 
jectives and social values for patients, it is 
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necessary that each be made explicit in 
order to evolve a model that can meet 
these ends effectively. 


SUMMARY 


In this paper, we have discussed what 
we consider to be a basic problem in the 
field of inpatient care : the relative lack of 
exploration and analysis of the considera- 
tions basic to developing a model for an in- 
patient facility. We have suggested 3 con- 
siderations that we feel are important in 


such analysis : the feasible and the desirable 
institution, the theoretical orientation to- 
ward mental illness and its treatment, and 
the purposes and interests practitioners 
would like the facility to pursue. 

It is our conviction that if practitioners 
explore the implications of this kind of 
analysis, they may be able to formulate 
more adequate models for inpatient facili- 
ties and thus achieve their central objective 
of contributing more effectively to patient 
welfare. 


< 
3 
4 
=e 


Check crimes are among the leading 
causes for commitment to penal institutions 
and probably result in greater financial 
loss to the community than any other form 
of crime. It has been estimated that check 
forgery costs the United States $535 million 
each year(1). The armed robber receives 
more publicity than the check offender yet 
the latter is far more successful in his depre- 
dations. The pen is indeed mightier than 
the sword. 

Check offenses include signing the name 
of another person or of a fictitious person, 
altering the value of a check and writing 
a check with the knowledge that there are 
insufficient funds in the bank to cover it. 
Legal terms for check crimes include for- 
gery, confidence game, no account checks 
and short checks. A gullible public, dif- 
ficulty in detecting the offender, and the re- 
luctance of some victims to prosecute con- 
tribute to the problems of prevention. 

The 300 subjects of this study include 
mental hospital patients with a history of 
check offenses, penitentiary inmates and 
check offenders referred by the courts for 
psychiatric examination. Although the 
group is not a statistically representative 
cross section of the check offender popula- 
tion, it nevertheless includes a wide range 
of check offenders. Recidivist check of- 
fenders may be classified, according to 
their pattern of criminal behavior, as skilled 
and unskilled bogus check writers, check 
thieves, “pushers” and short check writers. 
Occasional check offenders and psychotic 
check writers are considered separately. 

The skilled bogus check writer plans his 
check passing carefully, limits it to a brief 
period in a large town and then moves 
quickly to another state where he repeats 
his offenses when his funds are exhausted. 
The checks are printed with the title of a 
state or city government, a widely known or 


1 Read at the 115th annual meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., Apr. 
27-May 1, 1959. 

2 Assistant Professor of Psychiatry, University of 
Colorado School of Medicine ; Assistant Medical Di- 
rector, Colorado Psychopathic Hospital, Denver, Col. 
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a nonexistent company. In the latter case 
a bank account may be opened but only a 
small deposit is made. The check may be 
labelled payroll and the value, which is 
printed with a protectograph, is for an ir- 
regular amount such as $88.72 to give the 
appearance of a payroll deduction for in- 
come tax. A large number of checks are 
passed late Friday afternoon and Saturday. 
When the bank discovers the fraud the fol- 
lowing Monday, the check writer is al- 
ready in another state. 

When detected he seldom contests the 
charges and rarely enters a plea of insanity. 
A minority are extremely successful in 
evading prosecution by jumping bond or 
by simulating insanity. The skilled bogus 
check writer is usually of above average 
intelligence, between 25 and 40 years of 
age, and confident in his bearing. There 
may be a lodge emblem or Rotary Club 
badge in the lapel of his coat. He is well 
dressed, avoids flashy clothes and usually 
operates alone or with a female partner. 
In his youth, he may have committed other 
crimes, but now confines himself to check 
passing. 

The skilled bogus check writer is often 
very successful in his criminal behavior. 
One offender passed bogus checks amount- 
ing to approximately $55,000 in 28 states 
during an 18 month period. At the time of 
his arrest he had in his apartment, 172 
completed checks, totaling over $16,000 as 
well as 57 Selective Service cards and as- 
sorted identification cards(2). The fol- 
lowing case history is given as an example 


of this type of offender. 
Case 1. AB, a good looking, 30-year-old 


married man of superior intelligence (I.Q. 
138) had a somewhat checkered career which 
included car theft at 15 years. He was earning 
a high income at the time of his induction 
into the Army during World War II. Unwilling 
to change his mode of living to suit his Army 
pay, he began writing bad checks which were 
at first covered by his parents. He soon de- 
serted from the Army and for many years he 
was so successful as a checkwriter that he was 
able to hire a private tutor for his children. 
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No crimes were committed in his home town 
where he lived the life of a man of means. 
When necessary he would fly to a distant town, 
register a non-existent company with Dunn and 
Bradstreet as well as with a state or municipal 
agency, establish an office and obtain a tele- 
phone listing. Following publication of a new 
telephone directory, he would return, open a 
bank account and pass many checks over a 
weekend. Eventually, he became too ambitious 
and this led to his downfall. 

He opened 2 offices in Denver. In one office 
a telephone machine gave a recorded an- 
nouncement that the manager was out and a 
message should be left. He operated from the 
other office and referred awkward inquirers to 
the “manager.” In a newspaper advertisement, 
he offered temporary employment at good pay 
for persons with college or business training. 
It was stated that veterans would be given 
preferential consideration. Prospective em- 
ployees were required to complete an appli- 
cation form listing previous employment 
record. He was careful not to hire “obvious 
characters 1 wouldn’t cash a check for if it 
was solid gold.” 

The 40 persons selected for employment 
were told that he was making a secret customer 
survey to determine the effort being made 
by appliance retailers to sell General Electric 
products as opposed to those of rival firms. 
They were each given checks for $150 bearing 
the G. E. trademark with the words “Rocky 
Mountain Radio Company” and told to pur- 
chase not more that one small electrical ap- 
pliance. The 4 employees who returned the 
best reports were promised permanent em- 
ployment with General Electric as district 
supervisors. As security for return of the bal- 
ance on the checks, they were required to 
leave adequate identification. One of his em- 
ployees, a former policeman, became suspi- 
cious and when the bank president’s Saturday 
afternoon golf was interrupted to check the 
amount in deposit, the fraud was discovered. 
AB was particularly irked by the employee’s 
failure to mention his former employment as 
a police officer in his application form. 


The unskilled bogus check writer seldom 
demonstrates the careful planning, inge- 
nuity and resourcefulness of the skilled of- 
fender. He tends to repeat his offenses over 
a long period of time in the same locality 
and writes personal rather than business 
checks. The name of a former employer, 
acquaintance or fictitious person is used 
although not infrequently he signs his own 


name, either as payer or payee. The checks 
are for small amounts and in the case of 
addicts are used to purchase alcohol or 
drugs. Many of these offenders are socio- 
paths, alcoholics or drug addicts. 

Frequently upon arrest a plea of insanity 
is made. In support of this plea the suspect 
may claim that he had money when he 
wrote the checks and that the checks were 
written to buy golf balls for which he has 
no use as he does not play golf. Inquiry will 
show that the money was small in amount 
or not readily available and that the golf 
balls were purchased to persuade a store- 
keeper to cash his check. Further complaint 
is made that he must be crazy to write his 
own name on the checks and to continue 
such offenses despite repeated imprison- 
ment. He adds, correctly, that he will get 
into trouble again if sent to prison and 
requests treatment in a mental hospital. 
Other suspects claim amnesia and give a 
history of blackouts following head injury. 
Usually, the amnesia is simulated or it 
originated in alcohol, the head injury was 
slight and the blackouts are not epileptic 
attacks. 

Check thieves specialize in the theft of 
completed checks, blank checks, money 
orders, travelers checks and protectographs 
from business firms, drugstores and mail- 
boxes. They may cash these checks them- 
selves or more commonly employ “pushers” 
to cash the checks for a small commission. 
“Pushers” are other criminals, skid row 
residents or unsuspecting casual acquaint- 
ances. The checks are passed in taverns, 
stores or in supermarkets where certain 
items such as oatmeal and baby food are 
purchased to give an impression of respect- 
ability. A mimeographed “Check Passers 
Manual” found on a West Coast offender 
included hints on disguising handwriting, 
voice and appearance. The manual sug- 
gested that women should use padding and 
maternity clothing to facilitate both dis- 
guise and acceptance of credentials. 

Short check writers habitually write 
checks on their personal accounts with the 
knowledge that there are insufficient funds 
in their accounts. This group includes 
“weekend borrowers” who cash checks on 
Saturdays with the intention of covering 
them early the following week. The loss 
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of time and money on the part of merchants 
trying to collect on these checks is con- 
siderable. The banks do not honor these 
checks and return them to the casher. 
Nevertheless, many banks do not close such 
accounts until a number of insufficient fund 
checks have been passed. Criminal charges 
are often withdrawn by the complaining 
business firm on payment being made. In 
this manner the District Attorney’s office 
is used as a collection agency, a practice 
which seldom meets with official approval. 


Occasional check offenders include bur- 
glars who do not specialize in the theft 
of checks, but may steal them along with 
other items in a burglary. Other criminals 
may indulge in a single check writing spree 
but not continue this form of crime. An- 
other occasional check offender is the 
young sociopath who takes a perverse de- 
light in adding to the risk of detection by 
writing a check on the East Bank of the 
Mississippi, or by signing an improbable 
or insulting name such as U. R. Stung, U. R. 
Stuck, B. Short or the trade name of the 
gasoline sold by the service station where 
the check is being cashed. A new tenant in 
an apartment house may be tempted to 
break the law by the arrival in the mail 
of a check for the previous tenant. 

Relatively few check offenders are legal- 
ly insane. Of 30 legally insane check of- 
fenders, 12 suffered from organic brain 
disease, 10 from schizophrenia and 8 from 
the manic phase of manic-depressive psy- 
chosis. Checks passed by a confused person, 
suffering from the degenerative changes of 
old age, are usually honored by the family 
and criminal prosecution is waived upon 
the understanding that the patient will be 
committed to a mental hospital by the 
civil courts. In some cases of chronic or- 
ganic brain disease, secondary to alcohol- 
ism, the check offenses may have occurred 
prior to, as well as after the onset of 
psychosis. Almost 50% of the schizophrenic 
and manic patients in this study were hos- 
pitalized under civil procedures and crim- 
inal charges were not filed. Curiously, the 
manic patient, despite his unusual behavior, 
is often not recognized as a sick person. 
Thus one manic patient purchased 6 radios 
and all the TV sets in a store and his 
check was accepted without question. An- 


other patient, a laborer, wrote over 40 
checks totaling $100,000 in 3 days for pur- 
chases which included a new truck. He 
was not hospitalized until he gave his wife 
a check for $30,000. 

Police officers familiar with this crime 
claim that recidivist check offenders show 
a close resemblance to one another in their 
personality structure. Study of the clinical 
records of nonpsychotic recidivist check 
offenders did not however permit dciinea- 
tion of a typical personality profile. There 
was, however, a high incidence of socio- 
pathic personality, passive-aggressive per- 
sonality and chronic alcoholism. Eighty- 
nine, or 59%, of 150 consecutive offenders 
examined for the courts were chronic al- 
coholics. 

A wide range of intelligence is found 
among check offenders. The present group 
included 6 mental defectives. One man with 
an 1.Q. of 47, who was unable to read or 
write apart from his own signature, en- 
dorsed a bogus check on the instruction of 
a tavern friend. Another mental defective, 
explaining that he could not write, endorsed 
a stolen check with an X sign. The highest 
1.Q. was 140. In a group of 50 persons 
tested out of 56 consecutive admissions, 42% 
had an L.Q. higher than 110, as compared 
with 25% in the general population 
(Wechsler Adult Intelligence Scale). This 
is statistically significant as there is less 
than one chance in a 100 that this could 
have occurred by chance. Eight percent had 
an I.Q. above 130, compared with 2.2% in 
the general population. 

Although many check offenders confine 
themselves to this one crime, there is usual- 
ly a history of convictions for other crimes, 
particularly auto theft in their earlier years. 
In the present group other offenses ranged 
from impersonation of an officer, sex crimes 
and arson to armed robbery, assault, kid- 
napping and murder. The plane bomber, 
Graham, who caused the loss of 44 lives, 
was on probation for check offenses involv- 
ing over $4,500 at the time of his arrest. 
The repeated check offender seldom carries 
a gun and rarely commits assault. 

He gives a variety of explanations for 
his criminal behavior : “Pressure of debts ; 
family sickness ; in-law trouble; divorce ; 
blackmail ; threats of physical violence ; I 
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just wanted to have a good time for once ; 
I never write checks when I'm not drink- 
ing.” Such statements do not provide an 
adequate explanation of the wayward be- 
havior. Frequently the money obtained is 
squandered recklessly. One offender gave 
$20 to a blind man, another was so pop- 
ular with taxi drivers because of his gen- 
erous tips that they would fight for his 
custom; not a few gamble away their 
proceeds. 

A deep seated feeling of insecurity which 
is assuaged by the purchase of friends or 
by the demonstration of affluence is one 
etiological factor. Schur suggests that the 
assertion of power over the victim may be 
as important to the swindler (though per- 
haps not on the conscious level) as is ob- 
taining the sought after money or property 
(5). Every deception, every imposture is 
an assumption of power. The person de- 
ceived is reduced in stature, symbolically 
nullified, while the imposter is temporarily 
powerful, even greater than if he were the 
real thing(3). 

The incurably optimistic overindulged 
oral character like Mr. Micawber is always 
expecting something to turn up. “I have 
signed checks because I was sure my finan- 
cial position would take a turn for the 
better before they were due for presenta- 
tion.” The emotionally deprived offender 
will often commit his crime following re- 
jection by parents or wife. One such offend- 
er passed bogus checks only during his 
wife’s pregnancies, when she was unable to 
meet his excessive needs for dependency 
gratification. The crime provided symbolic 
gratification of his unfulfilled needs. 

A hostile component in the crime is seen 
in the offender who writes a bogus check 
for the purpose of revenge. One patient 
embarrassed his wealthy father by cashing 
bogus checks only in stores owned by his 
father’s business acquaintances. Offenders 
who are unable to express their hostility 
openly do so indirectly by swindling the 
victim. A self-destructive component in the 
crime is apparent in some cases. A patient 
who showed a need for punishment asked, 
“Why do I pull a life sentence on the 
installment plan ?” 

Parental contribution to the criminal 
behavior is seen in the offender whose fa- 


ther was indignant not at the legal trans- 
gression, but at the failure to avoid detec- 
tion. A widow provided false alibis and 
always paid the court fines imposed on her 
son. She would hug and kiss him whenever 
he was detected in another offense and the 
extent of her reprimand was the complaint 
“You should have told me.” She was very 
dependent on her son and she complained 
that he only showed her affection when he 
was in trouble. She feared that successful 
treatment would result in loss of his affec- 
tion and although she requested psychiatric 
treatment for him she effectively sabotaged 
it. 

The crime provocative function of the 
victim deserves mention. Many small busi- 
nessmen are less cautious in accepting 
checks when excessive profit is in sight. 
La Rochefoucauld’s statement is _perti- 
nent, “One is never so close to being de- 
ceived as when one wishes to deceive.” The 
laxity of some firms is remarkable. Checks 
without signature, employee’s earning 
statements, the negative photostatic copy of 
a government check, and obvious forgeries 
have been cashed without hesitation. A 
14-year-old youth endorsed an old age 
pension check and received immediate pay- 
ment. A 52-year-old man used a high school 
identity card without arousing suspicion. 

Check forgery is one of the easiest crimes 
to commit and there is no physical danger. 
The need for greater scrutiny of all checks 
to reduce the incidence of check crimes is 
obvious. Check passers avoid stores with 
cameras which photograph simultaneously 
the person offering the check, his identifi- 
cation papers and the check itself. Educa- 
tional programs provided by the Better 
Business Bureau or similar organizations 
have been of value in alerting shopkeepers 
to simple preventive measures. Check alerts 
over the radio or by telephone publicize the 
theft of printed checks and discourage 
“pushers.” 

The deterrent value of punishment, what- 
ever that may be, is weakened whenever 
there is a good chance of avoiding detec- 
tion. The larger communities can well af- 
ford a police check squad specially trained 
to detect check offenders. It may cost more 
than $1,000 to prosecute a check crime 
involving $50 and courts in small communi- 
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ties are sometimes reluctant to prosecute 
because of the expense. Certainly the cost 
of extradition from a distant state, jury 
trial and possible psychiatric examination in 
the event of an insanity plea may prove a 
heavy financial burden, but in the long 
run it may be cheaper than failure to 
prosecute. Victims, especially banks and 
lawyers are sometimes unwilling to prose- 
cute for fear of adverse publicity, resulting 
from exposure of their negligent business 
practices. 

The failure of imprisonment to effect re- 
formation of the check offender is reflected 
in the prison slang, “Once a paperhanger 
always a paperhanger.” There is a need 
for more specialized penal institutions, 
similar to the Patuxent Institution (Mary- 
land) and the Vacaville Medical Facility 
(California), where suitable offenders may 
be given psychiatric treatment while under 
indeterminate sentence. 

Check offenders, prior to sentencing, 
often show considerable motivation for 
treatment. If probation is granted there is, 
almost invariably, a rapid loss of interest 


in treatment combined with an expression 
of confidence for the future. It is imperative 
that regular attendance for outpatient treat- 
ment should be made a condition of pro- 
bation. As Schmideberg emphasizes, thera- 
pists must accept the unflattering fact that 
offenders usually see them initially only as 
an alternative to prison. The therapist must 
try to convert this enforced relation into 
a genuine one which can then be used to 
socialize the patient. Success in therapy 
depends upon making this conversion(4). 
The period immediately following release 
from custody is crucial and the psychiatrist 
should keep in frequent touch with his 
patient in order to forestall further offenses. 
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ENFORCED RESTRICTION OF COMMUNICATION, ITS 
IMPLICATIONS FOR THE EMOTIONAL AND INTELLECTUAL 
DEVELOPMENT OF THE DEAF CHILD’ 


ROBERT L. SHAROFF, M.D.? 


This paper deals with the enforced re- 
striction of communication of deaf children 
in regard to use of signs, as practiced in 
some oral schools for the deaf. Questions 
are raised as to what effect such restriction 
may be expected to have on the develop- 
ment of the deaf child. 

In 1815, several gentlemen of Hartford, 
Connecticut, headed by Dr. Cogswell, who 
had a deaf daughter, became interested 
in the establishment of a school for the 
deaf in this country. The Rev. Thomas H. 
Gallaudet had shown some interest in the 
work and made experimental efforts in 
teaching Alice Cogswell. These gentlemen 
resolved to send Gallaudet abroad to study 
methods there by way of preparation for 
starting the school they had in mind. 

Gallaudet, while in France, learned the 
sign language and an improved form of 
the alphabet as modified by the Spanish, 
and with a few slight changes this was 
adopted by him when he opened the first 
permanent school for the deaf in America 
at Hartford. 

As time went on and more efforts were 
made to educate the deaf, attempts were 
made to teach the deaf to talk. It was 
found that the deaf could be taught, with 
considerable variation in the degree of pro- 
ficiency, to read lips and to understand 
what was being said to them, and then to 
speak and answer with the spoken word 
rather than with signs. The enthusiasm for 
teaching oral speech increased in time and 
in some instances it seemed that this be- 
came the goal in itself, as far as the deaf 
child was concerned, rather than the means 
of helping him mature to his or her greatest 
capacities. The consequence was that some 
schools for the deaf teaching oral speech, 
prohibited parents from communicating 
with their deaf child by sign and prohibited 


1 Read at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
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deaf children from communicating among 
themselves by signs. All communication 
had to be oral. It is this phenomenon that 
is being questioned in the present paper : 
the enforced restriction of communication 
of the deaf through sign language. 

Three questions raised relate to: first, 
the possible effect of such restriction on 
the parent-child relationship ; second, the 
effect of such restriction on the deaf child’s 
attempts to communicate with his deaf 
peers ; third, the effect on the intellectual 
development of the deaf child where the 
nna form of symbolization is denied 

With all children, the earliest forms of 
communication are through bodily contacts 
and gestures. Later on, in the hearing 
child, sound and voice begin gradually to 
replace gestures. There is no abrupt change, 
however, and all through life to a greater 
or lesser degree gestures continue to play 
an auxiliary role in communication among 
the hearing. However, in the case of the 
deaf child, the development is different. 
Up to a certain stage communication with 
the deaf child is exactly the same as com- 
munication with the hearing child. At one 
point, varying with the individual child, 
when it is learned that the child is deaf, 
where there are in certain areas facilities 
for his education, the parents are immedi- 
ately told that all gesturing (signing) must 
now cease. All communication with the 
child must be made through speech. The 
parents are told, “talk, talk, talk all the 
time.” What can such an abrupt inexplica- 
ble change mean to a child who is suddenly 
deprived, for no apparent reason, of all 
his previous methods of communicating 
and for a long time is given very little to 
replace them ? 

For a considerable time now, the word 
“rejection” has come to play a very impor- 
tant part in psychiatric literature in at- 
tempting to explain the vicissitudes the 
growing child must cope with in his rela- 
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tion to his parents. How great a rejection 
is it for the child who suddenly finds all 
his attempts to communicate with his par- 
ents suddenly denied him? At the same 
time the parents apparently stop making 
any attempt to communicate with the child 
in a manner familiar to him. Recently, 
through the work of Ruesch and Bate- 
son(1) problems of communication and its 
importance in the developing individual 
have been brought to the foreground. What 
can it mean to a child who suddenly finds 
himself cut off from communication with a 
person or persons to whom he looks for 
his security and survival ? The psychiatric 
literature has very little concerning either 
the normal or pathological development of 
the deaf child. None of the standard text- 
books on psychiatry has any description of 
the emotional development of the congen- 
itally deaf child. There have been sporadic 
attempts to pick out isolated problems of 
the deaf. We, therefore, cannot speak with 
any degree of accuracy of how the handicap 
of deafness affect the emotional or intel- 
lectual development of the child. Only 
recently have such large scale studies been 
undertaken as that at Psychiatric Institute 
in New York. However, I think we can 
project that by suddenly depriving the deaf 
child of its earliest and most natural means 
of communication we are laying the 
groundwork for future neurotic disturb- 
ances. 
Ruesch & Kees(2) say : 


In the first year of life expression necessarily 
must occur through non-verbal means. The 
child literally speaks with his whole body. 
Difficulties arise when parents are not flexible 
in communicating non-verbally and fail to 
respond at each age level with appropriate 
motions. An impoverishment of communication 
and character development can be observed 
in those children, who grow up in surround- 
ings, where the verbal was emphasized too 
early and when messages expressed in non- 
verbal terms were left unanswered. 


Ruesch and Kees here are referring to the 
development of the hearing child. How 
much greater impoverishment of communi- 
cation and character development may we 
anticipate in the deaf child, where the non- 
verbal constitutes his only method of com- 
municating. 


EFFECTS OF ENFORCED RESTRICTION OF COM- 
MUNICATION AMONG PEERS 


One of the important phases in the devel- 
opment of the individual is the period dur- 
ing which he begins to shift from a total de- 
pendency on the family to a widening re- 
lationship with his peers. For the deaf 
child this again presents special problems. 
Up to the age when speech becomes sig- 
nificant as a means of communication, the 
deaf child experiences no problem that we 
can perceive, in relation with other chil- 
dren, since communication is on a non- 
verbal and action level. However, with the 
acquisition of speech by the hearing child, 
difficulties begin. The hearing child begins 
to wonder why his playmate does not 
respond when he talks and also why he 
can not understand the sounds made by 
the deaf child. The deaf child begins to 
sense a change in his relationship with his 
friend. He finds that his hearing friend 
understands less and less what he tries to 
convey and likewise begins to find that he 
understands less and less what the hearing 
child tries to convey to him. As time goes 
on, the deaf child begins to give up the 
attempt to communicate, except on a very 
concrete level. And unless the environment 
is very patient and understanding, which 
it rarely is, the deaf child withdraws more 
and more. Where the deaf child is getting 
oral speech, in the early years, this is only 
a slight help, because it is many years 
before the speech of the deaf child be- 
comes intelligible in any way comparable 
to that of the hearing child. Even where 
there are interested adults around to help 
the deaf child, the difficulty in communi- 
cation still prejudices a truly meaningful 
interpersonal relationship. 


Case 1 : S. is a little girl of 74 who, since the 
age of 3, has been going to a school for the 
deaf. S. apparently has a congenital hearing 
defect with a loss of approximately 80 decibels 
in both ears. At her school only oral speech is 
allowed. The children never are permitted to 
use gestures or the sign language, are punished 
for signing, and praised for using only oral 
speech. 

At the age of 5, S. was sent during the sum- 
mer to day camp. There she was the only child 
who had no intelligible speech, except for a 
few isolated words and phrases. Her school 
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had requested a report from the camp in 
regard to her experience there, and at the end 
of the summer the camp wrote a glowing 
report describing how bright she was, how 
well she adapted to all the camp routines, 
activities, etc. However, one statement that 
they did make suggests what I was trying to 
say earlier. It was this: “No child in camp 
selected S. as a companion.” 


lt is an instructive experience to observe 
a deaf child attempting to be included as 
a part of a group of hearing children, and 
to note the transformation that occurs in 
the child at the approach of another deat 
child. It is as if the child suddenly comes 
to life. The eyes and face light up. There 
is a change from a human being who is 
fairly quiet and somewhat perplexed to 
a vibrant communicating alive personality. 
Suddenly there is so much to say with 
gestures, signs, face and body, and one 
senses that the child now feels that he will 
be understood and responded to in an 
understandable manner. One senses in 
watching this scene that with the advent of 
another person with whom the child can 
communicate life takes on a different 
meaning. 

The need for human beings to communi- 
cate is one of the most basic needs. In the 
deaf child the pace at which he acquires 
oral speech or the ability to talk is far too 
slow to meet this need. One has only to 
observe what happens when school is over 
and the children are away from the watch- 
ful eyes of the school authorities. Then as 
if a dam has burst, they begin to talk. They 
“talk” and they may even be accompanying 
verbalization of words here and there. But 
what one mainly observes is the communi- 
cation that goes on through signing. Then 
they are really talking, and then one gets 
the sense that a meaningful emotional ex- 
change is taking place between and among 
them. 

If a deaf child is continually exposed to 
other deaf people who communicate by 
signing, there will be no need for formal 
instruction in the sign language. The child 
will learn of his own accord something 
that he senses is so vital and important to 
him. Parent R. reported this experience 
with her child. B. was a pupil at a school 
where signing was not allowed and the 


school prided itself on this fact. There was 
never discussion between the child and 
parent about signing. However, one night 
when B. was about 5 years of age, the 
parent went into the bedroom where the 
child slept to get something. The child 
was lying in bed facing away from the 
doorway. As the parent walked into the 
room, she observed the child lying in bed 
practicing signs and the alphabet. As soon 
as the child saw the parent he stopped. 

The question then that is raised is the 
following : What is the effect on the grow- 
ing child in terms of his relationship with 
peers, where the feeling is fostered that one 
of the most vital facets of the relationship 
is one that is bad, and must be hidden at 
all times ? 

The growing child needs the relationship 
of peers to help establish an aspect of its 
identity. Healthy peer relationship helps 
the child separate itself in a healthy way 
from the very dependent family relation- 
ship it has been subjected to from birth. 
However, how is the child’s image of this 
relationship distorted when the very basis 
on which it exists, namely, the ability to 
communicate with another, becomes laden 
with guilt. A healthy peer relationship 
becomes integrated into a healthy family 
relationship. And vice versa, a healthy 
family relationship helps the child develop 
healthy peer relationships. Can such a re- 
ciprocal healthy process occur where the 
child is made to feel that one of the most 
basic aspects of the relationship is unac- 
ceptable ? It becomes a matter of friends 
versus family and to the child’s burden of 
establishing his own identity is added the 
burden of the split that occurs between 
the child as part of the family and the child 
as part of a peer group. The child then does 
not experience growth as a continuum 
along a general line of development, but 
rather finds itself in the position of sud- 
denly being in conflict concerning the very 
process of growth itself. Because growth 
to a very great extent is dependent on the 
ability of the growing organism to com- 
municate meaningfully with its environ- 
ment, growth and communication go hand 
in hand. And since in the deaf child such 
severe conflicts and restrictions are placed 
on communication, this must have the ef- 
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fect of producing severe conflict and restric- 
tion on the deaf child’s ability to grow. 

Finally, I wish briefly to question the 
effect of such restriction on the deaf child’s 
intellectual development. We do know 
that intellectual development is to a con- 
siderably extent related to the development 
of language. To quote Dollard and 
Muller(3) : 


Reasoning is essentially a process of substi- 
tuting internal, cue-producing responses for 
overt acts. As such it is vastly more efficient 
than overt trial and error. Not only does it 
serve the function of testing symbolically the 
various alternatives, it also makes possible the 
substitution of anticipatory responses, which 
may be more effective than any of the overt 
response alternatives originally available. 


It is language that supplies the symbols. 
But for the deaf child the process of learn- 
ing these oral symbols is a long and slow 
one. 


Dr. Edna S. Levine(4) says : 


Even at best the task of verbalizing minds- 
without-words, whatever the means, is a slow 
exhaustive process. The pupil’s needs for life 
enlightenment begin to outstrip the store of 
language he is so painstakingly learning. The 
problem is how to get such information across 
to him when he has not yet mastered enough 
language for understanding explanations. 


It is here that I feel that the use of signs 
helps the deaf child make up this deficit 
to some extent. These are symbols for the 
child to use until such time as he acquires 
the oral symbols that may then replace or 


reinforce the manual symbols. But at least 
until such time as he acquires adequate 
oral symbols, he is not denied the use of 
any that are meaningful to him and that 
enable him to test symbolically various al- 
ternatives, rather than continually function 
in a trial and error acting response. 


SUMMARY 

This paper does not criticize the great 
work that is being done to promote the 
meaningful growth and education of the 
deaf child and helping him to achieve as 
much oral facility as possible. It is pre- 
sented in the hope that hand in hand with 
this, there will be a more tolerant attitude 
to the deaf child’s need for language 
through signs, until such time as language 
through oral speech may replace it. It is felt 
that one may enhance the other, rather 
than being antithetical to each other. Some 
of the negative aspects of the present at- 
titude have been presented with the hope 
that the questions raised here will arouse 
further interest in this matter and stimulate 
others to study this problem. 
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Medea, the outstanding example of multi- 
ple filicide in Greek mythology, murdered 
her children after she had been abandoned 
by Jason, her husband, for another woman. 
It is of interest, however, that she also had 
serious difficulties in her relationship to her 
own father and had also assisted Jason in 
the murder of her brother previously. 

In 1937 Lauretta Bender(1) postulated 
that child murders by parents are suicidal 
acts as a result of identification with the 
child, not primarily an act of hatred against 
the child. The attempt may start as a 
suicidal drive, gradually converting to an 
attempt to kill both self and child, but 
ending in just killing the child. Likewise, 
it may be an effort to escape the turmoils 
of life, real or delusional, and the child 
victim becomes part of the escaping per- 
sonality. Wertham(2) amplifies on cata- 
thymic behavior, a concept first introduced 
by Hans W. Mayer in 1912. It is usually 
accompanied by marked egocentric be- 
havior and a disturbed balance between 
logic and affectivity. Helene Deutsch(3) 
states that women who have not received 
maternal love in their childhood develop 
less motherliness than others. Often their 
own rejection of the mother inhibits their 
maternal feelings. The well integrated 
mother expands her ego through her child, 
the maladjusted feels restricted and im- 
poverished through him. Unbearable pres- 
sure of reality in the conflict between self 
preservation and motherhood may lead to 
complete rejection. McDermaid(4) stresses 
a conscious feeling of inability to bring up 
the child which may lead to filicide. Socio- 
economic factors, likewise mentioned by 
McDermaid, may readily enter motivation 
toward the deed. Melanie Klein(5) states 
that the rejected child may grow up to be 
cruel. Bromberg(6) mentions that the vic- 
tim often represents the murderer in the 
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latter’s unconscious. Pollak(7) finds that 
the type particularly exposed to female 
homicide are children and persons to whom 
women are related or in close contact. It 
seems to him that filicide and the abandon- 
ment of children are specifically female 
deeds. Podolsky(8) speaks of the unpre- 
dictability of filicide, that the background 
of the parent is usually of a complex nature 
and that the deed as such indicates a short 
circuit reaction. 


While obviously there remains consider- 
able controversy regarding the motivation 
toward filicide, the following 5 cases ad- 
mitted to Elgin State Hospital during 1956 
to 1958, may serve as further illustrations 
to behavior widely publicized when it 
occurs, but little understood. 


Case 1.—(L.D.) White female. Born in 
1928, in Central Illinois. Age at filicide, 27. 
Admitted 10-23-56. Discharged by writ of 
habeas corpus on 4-5-57. She is of French- 
Irish-Jewish descent, has no religious affilia- 
tions, separated from her husband. Began to 
support herself as a strip-teaser after 3 years 
of high school. On February 26, 1955, patient 
killed her daughter, aged 3, her only child, 
by giving her an overdose of seconal and 
nembutal mixed in tomato juice in a hotel 
room. Following this she took a sizable amount 
of the same capsules herself, in a serious 
suicidal attempt. The patient is of illegitimate 
birth, and while her mother was married 4 
times, she had never married the patient’s nat- 
ural father. Also, the mother bore no children 
from her 4 marriages. The patient, however, 
grew up in dire emotional, physical and ma- 
terial neglect, at one time during her adoles- 
cence even being approached sexually by one 
of her 4 stepfathers. This chaotic background 
was further colored by frequent institutionaliza- 
tions in homes for neglected children and by 
equally frequent and disturbing changes of 
school. Finally, at age 17, the mother des- 
cribes her as “impudent, disobedient and de- 
fiant,” whereas the patient in turn accuses 
her mother of exploiting her as soon as she 
became gainfully employed. She first worked 
as a waitress, then entered show business. At 
age 20 she entered a common-law marriage 
relationship with a highly inadequate male 
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who acted as her procurer for pleasure seek- 
ing men, being thus supported by her. This 
relationship nevertheless resulted in legal 
marriage after 3 years. Since the age of 21 
she had been habituated to barbiturates and 
possibly marijuana. When she was 23, she 
gave birth to the daughter victim. Both preg- 
nancy and delivery had been difficult. The 
couple separated soon after the birth of the 
child, and while her mother tried in vain to 
assist her by taking care of the baby, the 
patient preferred to live by herself and follow 
her career in show business. This resulted in 
the mother at times being thrown out of pa- 
tient’s home and the baby being sadly neg- 
lected. Early in 1955 the patient contracted 
pneumonia. During this illness and after re- 
covery, she found herself in such destitute 
financial circumstances that welfare agencies 
tried to place the child away from her. In 
utter desperation the murder-suicide attempt 
took place in a racially mixed Chicago South 
Side hotel. Mother and child were discovered 
after 40 hours by a house detective, the mother 
in deep coma. Significantly, she had left this 
suicide note: “Bury us together in one box, 
please. We belong together, you know.” Re- 
garding her survival, she stated that “God 
did not want her to die and that she had to 
comply with his wish.” Arrested and placed 
in jail for murdering her child, a jury found 
her insane at a sanity hearing. Then followed 
hospitalization at Kankakee State Hospital, 
which resulted in another sanity hearing in 
1956, finding her “not recovered.” She ar- 
rived at Elgin State Hospital as a transfer. 
While with us she maintained the delusion 
that during her illness her 3-year-old-child 
nursed her and took care of her “financial af- 
fairs.” At various times the patient was found 
to be a behavior problem, but as a whole she 
presented a picture of an extremely immature 
and adolescent person. 


Case 2.—(C.B.) White female. Born in 
1922, in Northern Illinois. Age at filicide, 35. 
Admitted 4-7-57. She is of Scotch-Irish de- 
scent and protestant religion, married, attend- 
ing to household duties, and graduated from 
high school at age 17. One day prior to ad- 
mission she choked to death with her hands 
her 11 year old daughter while at home. Pa- 
tient’s father is described as having been too 
strict and demanding of his children, while 
the mother was excitable and emotionally 
unstable. Patient is third of 4 siblings, with 
whom there was strong rivalry. She stated 
that her parents failed to satisfy her need for 
affection during the formative years. Her oldest 
sister was committed to a mental hospital in 


1939. This sister’s daughter has been an epi- 
leptic since age 12. There was a paternal 
aunt who had a “nervous breakdown” in 1920. 
Patient married in 1941, when she was 19 years 
of age. There were 3 children from this union : 
a daughter, born in 1946 (the victim), and 2 
sons born in 1948 and 1953. Four years after 
marriage she developed a “nervous stomach 
and undefined headaches,” and felt deserted 
when her husband left her to serve with the 
Armed Forces during World War II. There 
were 3 major disturbing situations in the pa- 
tient’s life prior to commitment of the deed : 
1. Her husband had openly rejected her, 2. A 
younger sister became subject to serious mari- 
tal difficulties, and 3. The older son, then 
aged 9, was diagnosed as suffering from a 
severe heart defect. As a reaction to this, 
patient turned intensively to religion. On the 
night of the victim’s 11th birthday, patient 
choked her to death, allegedly obeying a 
divine command. A few days after admission 
she tried to strangulate herself with the wire 
of a mattress. Retrospectively, she described 
the child victim as a discipline problem. Pa- 
tient was discharged on 10-16-57 as having 
recovered from a schizophrenic episode during 
which the tragedy took place, and is presently 
reported by the family as doing well. Im- 
mediately after her arrest she was taken to a 
sanitarium, and the following day was trans- 
ferred to us. 


Case 3—(V.D.) White female. Born in 1910, 
in Vermont, Illinois. Age at filicide, 47. Ad- 
mitted 2-25-58. She is a widow, of Irish- 
Dutch descent and protestant religion. Gradu- 
ated from high school at age 18. She worked 
at many trades, but has been employed as a 
factory worker prior to commitment. On 8- 
28-57 patient shot to death her feebleminded 
son, 14 years of age, while visiting him at a 
mental institution. Patient stated that her 
father died of the flu when she was 8; she 
remembers him as friendly. Following father’s 
death her mother was forced to resume her 
profession as a registered nurse. Her mother 
died when patient was 26. She is second of 3 
siblings, who got along well but were left 
to shift for themselves when mother was away 
from home, with minimal supervision by the 
grandmother. After graduating from high 
school she started working as a photographer’s 
helper. She met her husband, 11 years her 
senior, at a photographer’s meeting, and the 
two eloped and were married in 1936. She 
describes the husband as quick tempered and 
“hard to get along with.” They were divorced 
after 3 years, but significantly, after the di- 
vorce she continued to live in the back room 
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of his studio. Three years later they remarried. 
There were 3 boys born to this eccentric 
union : one during the first marriage, the sec- 
ond during the divorce period, and the third 
(the victim) who had been conceived during 
the divorce period but born after the husband’s 
death, which happened shortly after the re- 
marriage. The two older children had been 
placed with welfare agencies during the di- 
vorce period, but after the husband’s death 
all 3 were placed until 1952, when the patient 
demanded them back and tried to support 
them with her meager wages as a factory 
worker. The 3 children lived in perpetual 
strife after their return to the mother and the 
oldest openly expressed his hostility towards 
the youngest, the feebleminded. Finally the 
authorities placed the latter in a public mental 
institution. There, during a visit, she shot him 
while taking him into her arms, and was 
immediately arrested. Already in 1942 she 
was described as secretive and suspicious, but 
prior to committing the deed she had been 
overheard saying that she would rather see 
her children die than suffer. Brought to trial 
on 12-9-57, she was acquitted and started to 
keep house with her second son. Only when 
she told a welfare worker she might have to 
kill him also unless she received public as- 
sistance, was she committed. She blames the 
tragedy on financial embarrassment and says 
that she couldn’t see the child stay in an in- 
stitution. Presently her frame of reference and 
her concept of reality remain that of a schizo- 
gana and psychological testing confirmed 
this. 


Case 4.—(B.P.) White female. Born in 1930, 
in Bonaparte, Iowa. Age at filicide, 27. Ad- 
mitted 4-25-58. She is a protestant, married 
housewife, who used to be active as a trade 
newspaper editor and has a 4 year college edu- 
cation, majoring in journalism. On Feburary 6, 
1957, she drowned her 3 children in a water 
filled bathtub at home. They were a boy, 
aged 5, and twin girls, aged 3. Patient then 
attempted suicide by first trying to drown 
herself in the same bathtub. Failing, she at- 
tempted to electrocute herself at the fuse 
box, then drank ammonia, causing burns in 
mouth and throat. As a last desperate attempt 
she turned on the gas stove, placing her head 
in it. In this position she was found by her 
husband, unconscious, but later revived. Her 
father, who was a veterinarian, played a very 
minor part in the family, being completely 
absorbed in his profession. Patient was closer 
to the mother, but even from her she received 
very little affection, as did the other siblings. 
There were 4 sisters, among whom the patient 


ranked third. She remembers her mother fre- 
quently expressing a deprecatory attitude to- 
wards all males and regretting ever having 
married. Much criticism, but little praise 
colored the parents’ attitude toward the chil- 
dren. She graduated from high school at age 
16, and was valedictorian of her class. She 
then went to the University of Iowa and 
graduated with a degree in journalism, to 
become editor of a small business magazine. 
During her scholastic years she applied her- 
self fully to her academic studies, neglecting 
her social life. She married at age 21, in 1951. 
Her husband is described as a very domineer- 
ing person, who subjected his wife to perennial 
criticism and gave the patient a constant feel- 
ing of insecurity. The boy was born one year 
after marriage, the twin girls about two years 
later. After marriage the patient gave up 
journalism and the husband supported the 
family by managing a dress shop in a Chicago 
suburb. He is said to have been more con- 
cerned with his business and the physical 
aspect of the home than with his family as 
individuals. Already in 1956 the patient ex- 
pressed feelings of hopelessness, despair and 
despondency. She felt “like dying,” she be- 
came overprotective of her children and began 
to resent the husband severely. The son had 
recently developed a serious eye disease. On 
1-2-57 when their house caught fire, she 
saved the boy, the husband saved the twins. 
After this she began to feel that the children 
were suffering as much as she was and a need 
developed in her to do away with “all of us,” 
this statement apparently excluding the hus- 
band. This culminated on February 6 of the 
same year in the tragic event. After regaining 
consciousness she made statements to the effect 
that “she had to do it, that it was too much 
for her and that God could do more for the 
children.” Also, that she felt she “had nothing 
to live for, and experienced a general feeling 
of confusion and a need to get rid of the 
children.” After her arrest she was given a 
sanity hearing and found insane. Committed 
to another mental institution, she tried un- 
successfully to obtain a discharge on a writ of 
habeas corpus on 1-13-58, and was transferred 
to Elgin State Hospital. At the previous men- 
tal institution she was observed to be overtly 
depressed. From this overt depression she re- 
covered, but while under our observation it 
became evident that she harbored great re- 
sentment towards mother and siblings during 
her developmental years. 


Case 5.—(S.E.) White female. Born in 1921, 
in Montclair, N. J. Of Italian extraction and 
of Catholic faith. She remains married, and had 
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been working as a secretary during the period 
marking the tragic event. She graduated from 
high school at 17 years of age. Age at filicide, 
37. Admitted 8-27-58. On 8-22-58, while at 
home, she fatally shot in the back her two 
children, a boy, aged 6, and a girl, aged 3%, 
then tried to commit suicide immediately after 
by taking an overdose of tranquilizers. Her 
father stated that he never had a close rela- 
tionship to his children, whereas mother and 
patient are described as close. The patient 
has one sister 2 years younger than herself. 
While her childhood and developmental years 
are described by her as being reasonably 
happy, this did not hold true for her two 
marriages. Her first marriage took place at 
age 19, and ended in divorce on grounds of 
cruelty after 4 years. Her first husband is 
described by her as high strung and difficult 
to understand. There were no children. Fol- 
lowing the divorce the patient served one 
year as a WAVE. Her second marriage took 
place at age 27, in 1948. The first child was 
born 3 years later, and the second, 6 years 
after marriage. Shortly after the birth of the 
second child the husband left her for another 
woman, returning soon afterward in remorse. 
The patient had been hospitalized for psy- 
chiatric reasons in 1955, after she had learned 
of her husband’s affair and also following a 
skull fracture the boy had suffered in an ac- 
cident. While hospitalized she received EST. 
In 1957 the family moved to the Chicago 
area. Here she worked as a secretary to a 
manager of a theater. On the day before the 
tragedy the patient frantically called her hus- 
band, who was in the East, to return home 
immediately, but he arrived too late. Her 
stated motivation following the deed was that 
she killed the children because she feared 
being returned to a mental institution. Other 
statements elicited from patient since were as 
follows : “My brain was awake 24 hours that 
day. Could it be that I am dreaming ? It was 
horrible. I was sick. We had financial trouble 
and I had to go to work. My husband traveled 
a lot on business. I lost my mind. It seemed 
that everything went wrong. I thought my 
children would have peace of mind in death. 
Everything piled up on me. I thought I would 
end it all. I had no place to leave the children. 
I was confused.” The day following her ar- 
rest she was taken to Elgin State Hospital. 


SODIUM AMYTAL INTERVIEWS 


Cases 3, 4 and 5 are presently in the 
institution, and on January 4, 1959, sodium 
amytal interviews were performed on them. 
Case 3 exhibited florid manifestations of 


her psychosis under narcosis, strongly em- 
phasizing that she felt fully justified in 
what she had done, that “feebleminded 
children must be done away with, if neces- 
sary, even by physicians,” but that she may 
not repeat her act. In Case 4, the interview 
resulted in profuse crying when the tragic 
event was brought up, a reaction that re- 
mained absent when she was awake. Her 
overall feelings of inadequacy and inability 
to raise children, combined with a wish to 
“save them,” concomitant with her suicide, 
was the tenor of her statements. “I had 
failed at everything else, so that I at least 
wanted to succeed with this” she said. 
Case 5 reiterated her feelings of rejection 
‘by her husband. “When my husband left, 
I was shocked, I got on my knees and asked 
God that my husband should come back. 
The trouble started when he came back—I 
would not trust him.” 


DISCUSSION 

Case 3 still remains overtly schizophrenic. 
She is the only one who did not plan sui- 
cide. It is our impression that she is unable 
to accept imperfection regarding herself 
as well as in the 14 year old victim. She 
cannot allow that a part of her—her child 
—is organically defective. The confinement 
of her son at a mental institution was pub- 
licly exhibited evidence that pointed to her 
defectiveness, which was finally resolved 
by her act. She does not and cannot see 
that she has done wrong to anyone and 
feels justified in having done what she did. 
Her having been acquitted supports her 
feelings of justification—society has thus, in 
her mind, approved her deed. 

All 5 cases show similarities: the 5 
mothers experienced a definite coolness 
either from one or both parents during 
their childhood years, when the concept of 
motherliness begins to develop in the fe- 
male. Without exception, all mothers had 
difficulties with their spouses, ranging from 
rejection, unfaithfulness and separation to 
divorce. With one exception, (Case 3), the 
entire group clearly involves filicide-sui- 
cide. 

Suicide-murder may be interpreted as an 
attempt to remove the “total-all,” the actual 
and the extended-self, so that nothing of 
the “self” remains. All 5 mothers revealed 
a feeling of extreme inadequacy and of in- 
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ability to raise children. In all of the 
suicidal ones a deep feeling of rejection by 
at least one important figure was present, 
creating a feeling of insecurity and non- 
acceptance of self to such a degree that 
life became unbearable and the “total-all” 
had to be removed. In Cases 2, 4 and 5 the 
mothers were aware of a physical deficiency 
of their children. This might have con- 
tributed to their own feeling of worthless- 
ness and to the suicidal intent. Cases 4 and 
5 are willing to explain their acts as breaks 
of insanity, as they cannot otherwise 
reasonably explain them. Case 2 maintains 
that she had divine direction, thus also 
claiming extraordinary circumstances, while 
Case 3 declares full justification for her 
act in the interest of the child, who was 
retarded and in a state hospital. Case 1 
was overwhelmed by external circum- 
stances when committing the deed and was 
not equipped to face them. In all cases the 
mothers are in effect attempting to explain 
their act by some extraordinary circum- 
stance or condition which would suggest 
that they at least see intellectually the 
enormity and wrongness of their deeds. 

History and psychiatric and psychologi- 
cal material of all 5 cases point to the 
diagnosis of schizophrenia, probably acute 
state at time of act. The balance between 
logic and affectivity was clearly faulty in 
each case, at least during the deed, and it 
was particularly this disparity which then 
indicated schizophrenic thinking. Cases 2, 
4 and 5 would appear to be in fair remis- 
sion, but Case 3 (the one justifying her 
deed) still strongly manifests highly un- 
realistic ideation. The whereabouts of Case 
1 remains unknown. There is still evidence 
of much anxiety, apprehension, and a great 
deal of underlying conflict that has not 
been resolved, at least in Cases 3, 4 and 5. 
Socio-economic pressure entered in only 2 
cases (1 and 3). 

Interestingly enough, the prominent 
features which did vary in the series was 
the mode of killing : 2 mothers used shoot- 
ing, the other 3 strangulation, poisoning 
and drowning. 

All mothers appear regretful of the act, 
declaring that they would never commit it 
again on another child. 

While there is similarity in background 


pattern, one cannot possibly place all or 
any motivation towards filicide above one 
common denominator. Every factor men- 
tioned initially in the review of the litera- 
ture could be traced, but there will always 
remain individual variations as to nature 
and combinations of these factors and there 
are in all probability other unknown fac- 
tors involved in such abnormal behavior. 

Mundy-Castle(9) reports that murderers 
who are declared insane, or whose crimes 
are unmotivated, show an unusually high 
incidence of abnormality in the EEG. Cases 
3, 4 and 5 had EEGs which showed re- 
peatedly isolated diphasic spike activity in 
the temporal areas suggestive of psycho- 
motor equivalent states. (W. C. Wilson, 
M.D., electroencephalographer, Glen Ellyn, 
Ill.) Obviously further investigation is 
needed in this area. 

SUMMARY 

Five cases of filicide committed by 
mothers are reported. Filicide remains an 
abnormality, primarily restricted to the fe- 
male. Faulty relationships to either parent 
or extremely poor marital adjustment, or 
both, were present in each case. Four cases 
were combined with serious suicidal at- 
tempts, and a feeling of general inade- 
quacy and inability to raise children was 
admitted by all mothers. All 5 appeared 
regretful of the act and state that they 
would never repeat it. The disparity be- 
tween logic and affectivity was so strong 
in each case during commitment of the act 
that a diagnosis of schizophrenic break was 
justified in all 5. Motivations of punishment, 
revenge and secondary gain, as usually 
seen in ordinary murders were, to all ap- 
pearances, completely absent. The primarily 
conceived suicidal attempts of the mothers 
rule these out almost logically. Thus, the 
suicidal attempts in no way represent an 
escape from the legal consequence of hav- 
ing done away with human life. A general 
feeling of unacceptance led to the suicide, 
and the “total-all”—including anything tha* 
belonged to the mother—had to abandon 
earthly existence, hence the combined fili- 
cide-suicide. Two cases involved 2 and 3 
victims, respectively, the remainder one 
each. The mode of killing differed: two 
cases of shooting, one each of choking, 
poisoning and drowning. Ages of mothers 
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ranged from 27 years to 47 years, of victims 
from 3 to 14 years. 
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THE EFFECT OF RO-5-0831/1 (MARPLAN ) IN DEPRESSIVE STATES 


H. AZIMA, M.D., H. DUROST, M.D., DOROTHY ARTHURS, R.N., 
anp A. SILVER, M.D.’ 


Since the discovery of substances loosely 
called inhibitors or tranquilizers, the search 
for excitor drugs or anti-depressants was in- 
evitable. The discovery of anti-depressant 
action of iproniazid led to the exploration 
of a series of its less toxic and more effec- 
tive analogues. It was assumed that the 
amino-oxidase inhibitory action of ipronia- 
zid was responsible for its anti-depressant 
activity. Even though this idea has proven 
to be untenable, several substances devel- 
oped in this manner seemed to be effective 
against depression. Of these RO-5-0831/1 * 
was the most promising. This substance 
is 1-Benzyl-2-(5-methy]-3-isoxazolylcarbo- 
nyl) hydrazine. In laboratory experiments it 
is considerably more potent than ipronia- 
zid in its amino-oxidase inhibition, 5-hy- 
droxytryptophane potentiation and reser- 
pine blocking activity. 

A preliminary trial of RO-5-0831/1 was 
undertaken in 65 patients : 32 neurotic, 22 
psychotic depressions, and 11 other syn- 
dromes (9 schizoaffective psychoses and 2 
anxiety neuroses). There were 40 females 
and 25 males, average age 50 (the oldest 
81 the youngest 15). The drug was admin- 
istered orally with an average daily dose 
of 75 mg. (minimum 60 mg. and maximum 
800 mg.), for an average period of 3 weeks 
(longest 3 months, shortest 5 days), with 
a 6 months followup. To increase the reli- 
ability of the assessment of the drug effect, 
two methods of evaluation were used : 1. 
Multiple observers, i.e. 8 psychiatrists (4 
psychoanalytically oriented and 4 eclectic), 
and one research nurse assessed the thera- 
peutic response ; 2. Double blind studies 
without the use of placebo. This consisted 
of the establishment of a ward where all 
staff members are ignorant of the nature of 


1From McGill University and Allan Memorial 
Institute, Montreal and Verdun Protestant Hospital, 
Montreal, Can. 

2 RO-5-0831/1 supplied by Hoffman Laroche Limit- 


the different drugs used. In the present 
study 51 patients were assessed with the 
first and 14 with the second method. The 
criterion of improvement was the degree of 
symptomatic relief, based upon the follow- 
ing : behavioral (retardation, sleep and ap- 
petite) and experiential (guilt feelings, 
sadness, hopelessness ). Relief under these 6 
items was rated as marked, moderate and 
nil, and the final assessment was based up- 
on the combination of the ratings. Labora- 
tory tests consisted of weekly white and 
red blood count, transaminase, alkaline 
phosphatase, urine analysis; and twice 
daily blood pressure and TPR were per- 
formed with the first 40 patients. 

The results of the two methods of assess- 
ment paralleled each other. 

Among the 32 neurotic depressions, 5 
showed marked and 12 moderate improve- 
ment ; among 22 psychotic depressions, 7 
marked and 10 moderate improvement. 
Thus the percentage of significantly im- 
proved patients was 60.3%, (22.2% marked 
and 38.1% moderate). Among the 11 ba- 
sically non-depressed patients only 2 
showed moderate improvement and that 
in the depressive component of their schizo- 
affective states. 

It should be noted that the psychotic, 
socalled endogenous, depressions respond- 
ed more fully to the drug and all of the 
improved patients in this category and 
some of those in the neurotic depressed 
category would have received electric 
shock, if they had not received Marplan. 
There was a therapeutic lag from 3 to 10 
days in 70% of the patients, and it appeared 
that the optimum followup duration of 
Marplan therapy should be about one 
month after the relief of symptoms. 

Side effects consisted of frontal head- 
ache, 17 patients, dizziness and fatigue, 12, 
tremor, 9, hypotensive attacks associated 
with fainting spells and falling, 3, oedema 
of ankle, 2, metrorrhagia and epistaxis, 1. 
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The latter could not actually be attributed 
to the drug. Laboratory test findings re- 
mained within normal limits in all 40 pa- 
tients tested. 
CoNCLUSIONS 
1, RO-5-0831/1 is a sufficiently potent 


anti-depressant to require further study ; 
2. It should be tried in instances where 
other anti-depressants have failed; 3. It 
brings into the therapeutic arsenal of de- 
pression the possibility of choice according 
to the patient responsivity. 


CLINICAL EVALUATION OF CYCLOHEXALAMINE 


PAUL E. FELDMAN, M.D.! 


A series of 55, chronically psychotic, 
hospitalized patients were treated with 
cyclohexalamine (Parke Davis Compound 
C-401) for an average of 78 days. The 
test group consisted of 49 schizophrenic 
patients, 3 manic-manics and 3 organic 
brain syndrome patients. 

Maximum daily dosages varied from 20- 
80 mg. with the majority of the patients 
receiving 20 mg./day. Careful and fre- 
quent laboratory checks on renal, hepatic 
and hemopoetic functions were maintained 
throughout the treatment period. 

At the termination of the study, 4 pa- 
tients were found to have developed par- 
kinsonism and one had developed urinary 
retention which subsided when treatment 
was stopped. The cases of parkinsonism 
were very adequately controlled by anti- 
parkinsonism drugs. No other side effects 
or untoward developments were noted. 
Significantly, this compound did not appear 
to cause drowsiness. 


1 Director of Research and Education, Topeka State 
Hospital, Topeka, Kan. 


The laboratory reports were character- 
ized by sporadic and unpredictable ab- 
normal readings, completely unrelated to 
any clinical findings. This phenomenon 
has been noted in the past with other 
non-toxic compounds. 

One-third of the patients responded with 
significant clinical improvement (moderate 
or marked overall improvement). The pri- 
mary responses which accounted for this 
improvement were those usually seen with 
phenothiazine therapy, i.e., amelioration of 
delusions, hallucinations, negativism, hy- 
peractivity, hostility and combativeness. In 
view of the chronicity of the patients’ 
illnesses and their poor prognoses, this is 
considered to be a modest accomplishment. 

The results in general warrant the recom- 
mendation that cyclohexalamine be sub- 
jected to further testing and evaluation, 
preferably upon a group of prognostically 
favorable patients. 

(Laboratory data and responses of specific 
areas of behavior to cyclohexalamine are 
available upon request from the author.) 


ON THE RELATIONSHIP OF ADRENALINE AND 
ITS OXIDATION PRODUCTS TO SCHIZOPHRENIA 


AARON FELDSTEIN 


In 1952, Osmond and Smythies(1) put 
forth the interesting hypothesis that an ab- 
normal metabolite of adrenaline was causal- 
ly related to schizophrenia. Harley-Mason 
(2) suggested a methylated derivative of 
adrenaline, and Hoffer, Osmond, and 


1 Worcester Foundation for Experimental Biology, 
Shrewsbury, Mass. 


Smythies(3) suggested adrenochrome and 
adrenolutin. Hoagland, Rinkel and Hyde 
(4) thought that “adrenoxine” might be 
the toxic factor. 

Hoffer has offered evidence in support 
of the hypothesis that adrenochrome is 
causally related to schizophrenia, evidence 
relating to the presence of adrenochrome 
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in blood and the ability of adrenochrome 
to cause mental disturbances in man. It 
was reported(5) that when erythrocytes 
from schizophrenic patients were extracted 
with acetone a substance was obtained with 
an activation peak at 475 me and a fluo- 
rescence peak at 480 ms which was stated 
to be characteristic of adrenochrome. How- 
ever, adrenochrome in acetone does not 
fluoresce(6). The maxima observed were 
probably due to scatter light. The conclu- 
sion that adrenochrome is present in the 
erythrocytes of schizophrenic patients is 
therefore not justified by the evidence. 
Hoffer, Payza and coworkers also have 
cited evidence for the presence of adreno- 
chrome in the plasma of normal subjects (6, 
7, 8,9) and of schizophrenic patients(9). 
The evidence for the existence of adreno- 
chrome in plasma is based upon an analyti- 
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cal method developed by Payza(6).? 

A modification of the original method for 
the fluorimetric analysis has recently been 
published(6). Blood (heparinized) is 
drawn and centrifuged. To 1 cc. of plasma 
there are added 2 cc. of a zinc acetate-as- 
corbic acid solution. After 30 seconds, 4 cc. 
of an acetone-ascorbic acid solution are 
added. Five minutes later, the reaction 
mixture is filtered and the filtrate read in a 
spectrophotofluorimeter at A 400 ms, F 
500 mz. The method includes a blank and 
a recovery experiment. 

Our investigations have led us to believe 
that the fluorimetric procedure does not 


2We are grateful to Dr. Payza and Dr. Hoffer 


for extending an invitation to visit their laboratory 
and learn the methodology first hand ; we are grateful 
also for data supplied in advance of publication and 
for a generous sample of pure adrenochrome. 
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FIGURE 1 


Curve 1 (X 


X) : The activation spectrum of the reaction product of pure adrenochrome 


with zinc acetate and ascorbic acid added to a sample of plasma obtained from a normal subject. 


The spectrum was obtained ten minutes after the addition of the reagents. Curve 2 (0 


0): 


The activation spectrum of the reaction product of zine acetate and ascorbic acid added to a 
sample of the same plasma. The spectrum was obtained ten minutes after addition of the re- 
agents. In order to reproduce the activation spectra accurately it is necessary to time the 
reaction period from the moment zinc acetate comes into contact with ascorbic acid. If the 
plasma reaction mixture is allowed to stand an excessive amount of time, the 340 and 420 mu 
peaks as shown in curve 1 will disappear and be replaced by the 390 mz peak due to the re- 
action of zinc acetate with ascorbic acid. This might easily be interpreted incorrectly. 
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measure adrenochrome endogenously found 
in plasma, but that the procedure measures 
instead an artifact due to the reaction of 
zine acetate and ascorbic acid. Our evi- 
dence is based upon a study of activation 
maxima which were not investigated in the 
published procedure(6). 

In the absence of plasma, zinc acetate 
and ascorbic acid in acetone reacted to give 
a fluorescent substance with an activation 
peak at 390 mz and a fluorescence peak at 
500 mz; in the presence of plasma, the 
peaks were also found at A 390 ms, F 
500 ms. In the absence of plasma, added 
adrenochrome reacted with zinc acetate to 
give a fluorescent substance with two peaks, 
a major one at A 420 mz, F 505 mz and a 
minor one at A 340 mz, F 505 mz; similar- 
ly, in the presence of plasma, added adreno- 
chrome reacted to give a fluorescent sub- 
stance with a peak at A 420 ms, F 505 mz 
and a minor one at A 340 mz, F 505 mz. 
Fig. 1 shows the activation spectra in plas- 
ma after the addition of zinc acetate and 
ascorbic acid, in the absence of adreno- 
chrome (Fig. 1, curve :.) and in the pres- 
ence of adrenochrome (Fig. 1, curve 1). 
The details of this work will be published 
elsewhere( 10). 

We have never been able to find the 
350 mz or the 420 mz activation maxima, 
characteristic of the adrenochrome-zinc ace- 
tate reaction product, in any of the plasma 
samples we obtained from normal subjects 
or schizophrenic patients. On the other 
hand, we have always observed the 390 mz 
activation maximum, characteristic of the 


zine acetate-ascorbic acid reaction product, 
in the same plasma samples. Our conclu- 
sion is, therefore, that the presence of ad- 
renochrome in plasma of normal subjects 
and schizophrenic patients has not been 
proved. It is important to note that Szara, 
Axelrod and Perlin(11) have reported that 
they could not detect endogenous adreno- 
chrome in plasma. 
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A NOTE ON THE CLINICAL EFFECTS OF PERPHENAZINE 
AT VERY HIGH DOSAGES 


ARTHUR N. LARSON, M.D.,! JOHN S. HAMLON, M.D., anp 
LLOYD K. SINES, Pu.D.? 


The clinical effects of perphenazine (Tri- 
lafon) at very high dosages were studied in 
a small sample *® of chronic, semi-regressed 
female psychiatric patients. An initial dos- 
age of 8 mgm. t.i.d. was commenced on all 


1 Fergus Falls State Hospital, Minn. 

2 Director of Research, Fergus Falls State Hos- 
pital, Minn. Now Research Associate, University of 
Minnesota. 


cases, and was increased rapidly in order to 
reach a maximum dosage within the first 
2 or 3 weeks of the study. Maximum dosage 
was determined for each patient indi- 


3 Ten patients were selected. Age range: 36-63 
years (average 54.2) ; length of hospitalization : 3-37 
years (average 19.1 years). Six were schizophrenics, 
2 were mental defectives, one a chronic brain syn- 
drome with psychosis, and one a paranoid state. 
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vidually on the basis of the appearance of 
untoward physical reactions, or specific 
signs of toxicity. Medication was then de- 
creased to a maintenance dosage, i.e., the 
point at which the maximum therapeutic 
effect and minimum untoward side effects 
were obtained. Maximum dosages ranged 
from 384 to 768 mgm. per day, with an 
average of 565 mgm. per day. The number 
of days from the beginning of the drug 
period to the attainment of maximum dos- 
age ranged from 18 to 29. Maximum dos- 
ages were maintained for 1 to 13 days. 
Maintenance dosages ranged from 12 to 
144 mgm. per day (average of 76 mgm. 
per day), and were continued for 6 to 47 
days (average 30 days). 

A brief physical examination, gross psy- 
chiatric screening, and blood pressure de- 
terminations were performed by the ward 
physician on an average of 3 times a week. 
Periodic white blood count and differential 
count were also obtained. 

The patients’ responses to high dosages 
of Trilafon were quite variable. In terms 
of therapeutic response, 4 patients were 
judged by the physician to have improved 
by the end of the drug regime, while 2 
were judged to have become worse. One of 
the 4 improved showed a marked thera- 
peutic response at a dosage of 576 mgm. 
per day, but then rapidly deteriorated into 
a catatonic-like state with accompanying 
severe extrapyramidal symptomatology. 
The generalized “shock-syndrome” noted by 
Weiss, et al., was also observed in one 
instance. 

Several significant physiological effects 
of the drug were noted, including : 1. A con- 
sistent and marked hypotensive effect, (ob- 
served with all patients) which persisted 
even after a 6-week period following with- 
drawal of the drug. This finding is at 


CLINICAL EVALUATION OF A NEW PHENOTHIAZINE 
TRANQUILIZER, FLUPHENAZINE (PROLIXIN) 


variance with those of other investigators 
using Trilafon at conventional dosages. 
2. Extra-pyramidal signs including tremor, 
rigidity, and/or drooling in 1/3 of the 
cases, and 3. A marked soporific effect at 
the highest dosages among 8 of the patients. 
Miscellaneous side effects including ankle 
edema, facial pallor, slurred speech, and 
constipation were observed in two or more 
instances. In addition, each of the following 
was observed in at least one of the 10 
patients studied: gait disturbance, tachy- 
cardia, reduced appetite, gastric distress, 
urinary urgency with incontinence, and 
(possibly) an exacerbation of a previously 
existing seizure syndrome. Finally, a con- 
sistent diminution in activity level was ob- 
served among 9 of the 10 patients studied, 
as was a general decrease in verbal output. 
Blood dyscrasias, visual or other sensory 
impairments, hyperthermia, extreme varia- 
tions in weight, and other severe debilitat- 
ing effects were not observed. 

It would appear that the clinical effects 
of perphenazine at extremely high dosage 
levels are essentially the same as those 
observed within the usual lower dosage 
range. Side effects were observed in ap- 
proximately the same proportion of cases 
as has been reported for conventional dos- 
ages and, with the exception of a consistent 
hypotensive effect, no new or unusually 
complicating reactions were observed in 
the unusually high ranges employed in the 
present study. Even the “shock-syndrome” 
observed in the present series has been 
reported with the conventional dosage 
range. It would appear, therefore, that 
perphenazine has rather broad limits of 
therapeutic safety, though it seems likely 
(from this and other studies) that its thera- 
peutic effectiveness may be obtained at 
relatively low dosage levels. 


IRVING J. TAYLOR, M.D.,* 


Over the past year, fluphenazine, iden- 
tified as Prolixin ?, a trifluoromethyl deriva- 
tive of hydroxyethyl piperazine propyl 

1 Taylor Manor Hospital, Ellicott City, Md. 

2 Supplied by E. R. Squibb & Sons. 


phenothiazine, has been administered to 
188 patients with mental illnesses who 
reported to this hospital for treatment. In 
these trials, fluphenazine proved to be the 
most potent of all the phenothiazines used, 


| 
: 


458 


CLINICAL NOTES 


| November 


as others have shown(1). Fluphenazine 
possesses marked tranquilizing activity 
with strong anti-hallucinatory and anti- 
delusional properties and also relieves 
anxiety and tension in patients without 
psychotic symptoms, as the following brief 
report will show. 


METHOD OF STUDY 

The Patients. The 188 patients in this 
study have been treated with fluphenazine 
since June 30, 1958. Of the total, 173 were 
inpatients and 15 outpatients; 170 were 
over 16 years of age and 3 were 14 years 
old. All had psychiatric illnesses, predomi- 
nantly psychotic and acute. Therapy was 
continued in the majority of patients for 
2 to 3 months, though a few were given 
the drug for less than 3 weeks. Medication 
was withdrawn in these last cases for a 
variety of reasons unrelated to its admin- 
istration and usually of an administrative 
nature. Seven of the 188 patients have re- 
ceived fluphenazine for 54 months and are 
still taking the drug. Four others have 
been on the drug for 4 months and at the 
time of report, 56 patients are receiving 
fluphenazine. Those patients who were not 
expected to benefit from a phenothiazine 
tranquilizer were excluded from the study. 

The Medication. The dosage of fluphena- 
zine varied from 1 mg. to 10 mg. daily, 
though 3 patients received more (15 or 20 
mg. daily) for several days. The average 
patient was given 5 mg. immediately on 
admission, 5 mg. the next morning and 2.5 
mg. each morning thereafter. 

Throughout the study, fluphenazine was 
administered orally except in 19 cases 
where the drug was given intramuscularly 
for the first few days or weeks of therapy 
and thereafter administered by mouth. In- 
jections were given in doses of 1 cc. (2.5 
mg.) two or three times a day. 

Other therapeutic aids such as psycho- 
therapy, ECT, and change of milieu were 
employed in most cases. Barbiturates were 
frequently given at night to patients who 
required aid in sleeping. 

Improvement in psychotic patients was 
evident by better behavior, diminished sub- 
jective symptoms, a more appropriate af- 
fect and less intense or no hallucinations or 
delusions. Improvement in patients without 


psychotic symptoms was manifested by 
relief of anxiety so that they could function 
normally. 


RESULTS 
The results of treatment were as follows : 


Clinical Response No. of 


Patients 


Excellent, or much improved 

Good, or improved 

Poor, or not improved 

Discharged before final 
evaluation 


Total 188 


Within an hour after the first dose of 
fluphenazine the patients generally felt 
better and more relaxed. In most cases, 
a single dose in the morning sufficed to 
prevent a breakthrough of symptoms for 
the next 24 hours. 

Extrapyramidal effects such as spasms 
of the shoulder girdle or neck were seen in 
some patients on 5 mg. daily and especially 
in those on 10 mg. daily, but these effects 
could be controlled by reducing the dosage. 
There were no other untoward reactions 
to the drug. 


SUMMARY 


Of the patients treated with fluphenazine, 
141 of the 166 who were evaluated (85%) 
improved, 23 responded poorly, and 24 
were for appropriate reasons not evaluated. 
The average dose was 5 mg. on admission, 
5 mg. the next morning and 2.5 mg. there- 
after as a single morning dose. Extrapyra- 
midal effects were seen in patients receiv- 
ing higher doses (5 to 10 mg. daily) but 
these were controllable by reducing the 
dosage. 

Fluphenazine is an effective tranquilizer 
and is the most potent of the phenothia- 
zines previously employed here, being 
about 25 times as potent as chlorpromazine. 
The rapid and sustained action of the drug 
and its administration as a single daily 
dose are distinctly advantageous. 


BIBLIOGRAPHY 
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THE DEVELOPMENT OF INTERCURRENT DISEASE AND INJURY 
IN THE TRANQUILIZED PSYCHIATRIC PATIENT’ 


GORDON W. OLSON, PH.D., ann DONALD B. PETERSON, M.D.“ 


The known direct physical side effects 
of tranquilizing drugs are amply described 
but there has been little study of the 
indirect development of intercurrent dis- 
ease or injury in the tranquilized patient. 
Because a previous study seemed to indi- 
cate a disproportionate amount of physical 
illness and injury in tranquilized groups 
this study was undertaken to investigate 
whether tranquilization was associated with 
admission to the infirmary. 

The sample contained 143 infirmary ad- 
missions admitted over a 2 year period. 
From the medical records it was determined 
whether the patient had or had not been 
tranquilized at the time of appearance of 
the physical symptoms which eventually 
led to infirmarization. The percent tran- 
quilized was compared with the compa- 
rable figure in the remainder of the hospital 
population. 


RESULTS AND DISCUSSION 


Forty percent of infirmary admissions 
were tranquilized at the time of appearance 


of their symptom as compared with 36% 
of the noninfirmary population. In the 
group aged 55 and over there was 41% 
tranquilization in the infirmary group as 
opposed to 28% in the noninfirmary group 
(p < .01), while of those aged 54 and 
under, the percentages of tranquilization 
were 38 and 51, respectively (p > .05). 
These results reveal an interaction of tran- 
quilizing drugs and age and permit the 
inference that tranquilization of the psy- 
chiatric patient over 54 carries a greater 
than chance risk of development of disease 
or injury. When the data are graphed by 
decade of age it is apparent that this risk 
becomes manifest at about the age when 
many physiologists and physicians feel that 
physical decline becomes more manifest, 


1Read in full at the 115th annual meeting of the 
American Psychiatric Association, Philadelphia, Pa., 
April 27-May 1, 1959. 

2Respectively, Chief Psychology Section, and Super- 
intendent, Anoka State Hospital, Anoka, Minn. 


age 45 to 50. 

We were unable to establish a relation- 
ship of infirmary admission to either drug 
derivative or dosage ; neither were we able 
to demonstrate an association within the 
infirmary admissions between the fact of 
tranquilization and the physical diagnosis, 
but there was a trend in the data to sug- 
gest that a psychiatric diagnosis of organic 
psychosis was less compatible with tran- 
quilization in the sense of development of 
physical symptoms. 

Thirty-six deaths occurred in the elderly 
age group. Sixteen (36%) occurred in the 
tranquilized group and 20 (42%) occurred 
among the nontranquilized. The difference 
in death rates was not significant. Thus, 
tranquilization appears to be associated 
with the development of nonfatal disease 
and injury. 

At the present time we are ‘nclined to 
entertain the hypothesis of a general non- 
specific factor associated with tranquiliza- 
tion which in the elderly group either 
favors, enhances, or produces physical ill- 
ness or injury. Examples of such nonspecific 
factors would be decreased motility, de- 
creased respiratory exchange, or decreased 
alertness. 

We grossly tested an alternative hypothe- 
sis that the early manifestations of physical 
illness in the psychiatric patient may take 
the form of irritability, or other behaviors 
which might then lead to tranquilization, 
by investigating the incidence of infirmary 
admission concurrent with electroshock 
treatment in 17 individuals, aged 55 and 
over. One (6%) developed symptoms dur- 
ing ECT which resulted in admission to 
the infirmary. This indicated to us in a 
molar way that emotional disturbance as 
a precursor to physical illness occurs at best 
in a very small percent of the age group 
concerned. Allowing for this possibility 
and recomputing the statistics for tran- 
quilization in the older age group produced 
a difference that was still significant 
(p < .02). 
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SUMMARY 

This study indicated a direct, statistically 
significant association between tranquiliza- 
tion of hospitalized psychiatric patients 
aged 55 and older and the development 
of physical illness or injury. This was not 
demonstrated for patients of 54 and 
younger. Dosage or drug derivative could 
not be related to the development of illness 
nor could physical diagnosis be related to 


tranquilization. The data did suggest 
that tranquilization may be less com- 
patible with the chronic brain  syn- 
drome than with other psychiatric con- 
ditons. We conclude that tranquilization 
of the psychiatric patient over 55 is asso- 
ciated with the subsequent development 
of nonfatal disease or injury of suificient 
severity to warrant infirmary admission. 


BLOOD GROUPS IN SCHIZOPHRENIA, ALCOLHOLISM, 
AND MENTAL DEFICIENCY 


STANLEY H. NORDMO, M.D." 


Are blood groups related to mental dis- 
ease? In 1939, Thomas and Hewitt(6) 
found no consistent correlation. Wiener(7) 
in 1948 cited numerous inconclusive studies 
from the earlier literature. Recently Lafferty 
and Knox(3, 4) found that white male 
schizophrenic patients were more apt to be 
Rho(D) positive, while Negro male schizo- 
phrenic patients had a greater frequency 
of Rho(D) negative than anticipated. 

In view of these findings, a study of the 
patients at Colorado State Hospital was 
undertaken ; 5,637 patients were classified 
according to diagnosis, age, sex and both 
ABO groups and Rho(D) type. 

Individual blood donors listed with the 
Service League Community Blood Bank in 
Pueblo comprised the control population 
of 4,774. The results from comparison of 
the study groups and the control popula- 
tion were tested for statistical significance. 

No correlation was established between 
schizophrenia (1,720 patients) and blood 
groups O, A and B and blood type Rho(D). 
The slight association between schizo- 
phrenia and blood group AB should be 
interpreted in light of the inadequate sam- 
ple size. 

There seemed to be an association be- 
tween alcoholism (939 patients) and blood 
group A. The p value was .004. 

There was no correlation between mental 
deficiency (482 patients) and either blood 
groups ABO or blood type Rho(D). 


1 Colorado State Hospital, Pueblo, Colo. 


There appeared to be a correlation be- 
tween the entire hospital population and 
blood group A. The fact that 2,496 patients 
were not included in the three groups 
studied could mean that one of the mental 
diseases excluded is associated with a 
greater frequency of blood group A. The 
diagnoses ranged from psychoneurosis to 
chronic brain syndrome. 

The pitfalls encountered in a study of 
this kind are outlined by Manuila(5). He 
stresses that the normal variation in the 
ethnic and racial composition of samples 
may account for differences of 20% in the 
distribution of the blood groups. Then he 
mentions the sampling error which in- 
creases as the size decreases. The third 
problem concerns the technical error which 
in the past has varied from less than 1% to 
9%. Wiener and Wexler(8) are also cau- 
tious in accepting the significance of many 
investigations of this sort. 

In the present study, the sampling error 
is minimized in part by the relative size of 
the groups examined. The composition of 
the groups and the control population is 
fairly comparable in that the percentage 
of Mexicans in the hospital population is 
very similar to the percentage of Mexicans 
in the control population. It is probable 
that other ethnic groups are equally com- 
parable. 

The technical error based on the inci- 
dence of initially mistyped patients is 1.5%. 

The possible association between blood 
group A and alcoholism is intriguing. Al- 
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though the male alcoholic patients out- 
numbered the female alcoholic patients 
6 to 1, there is no difference between the 
sexes as far as the relative increase in 
blood group A is concerned. The number 
of alcoholic patients with Mexican sur- 
names constitutes 25% of the total alcoholic 
group. As only 13.6% of the patients in 
the hospital have Mexican surnames and 
as blood group O predominates in this 
racial group, there seems to be further 
evidence to support the association be- 
tween blood group A and alcoholism. 


A common denominator in diseases 
which appear to be correlated with an in- 
creased incidence of blood group A may 
possibly be found in either the stomach or 
in the secretor status. Gastric carcinoma 
(1, 2) has been correlated with an in- 
creased frequency of blood group A. If 
the apparent increase in blood group A in 
alcoholics is confirmed, studies on the sec- 
retor status in both alcoholic patients and 
in those with gastric carcinoma should be 
conducted. 

In summary, this study of the incidence 
of the ABO blood groups and Rho(D) type 
in schizophrenics, alcoholics and mental 
defectives tends to confirm the absence of 


any correlation. There was no correlation 
between blood type Rho(D) and the three 
disorders studied. There seemed to be a 
significant association between alcoholism 
and blood group A. However the limita- 
tions of the study including the wide varia- 
tions normally found in the incidence of 
blood groups, sampling errors and techni- 
cal inaccuracy, underscore the rashness of 
arriving at definite conclusions on the basis 
of tentative findings. 
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A LONG TERM EVALUATION OF CHLORPROMAZINE IN 
SIX CHRONIC SCHIZOPHRENIC PATIENTS 


PATRICIA NEELY WOLD, M.D.'! 


This study is an attempt to isolate the 
chemical effect of one tranquilizer, chlor- 
promazine, from the other factors possibly 
related to the shifting mental status of 6 
chronic schizophrenic patients. An effort 
is made to arrive at some conclusion about 
the relationship between maintenance ther- 
apy and the quality of adjustment made by 
these patients. 

Six female chronic schizophrenic patients 
were chosen, all of whom had been in- 
mates of a large mental institution where 
individual attention was minimal. All but 
one had been hospitalized 5 years or more 


1 Depts. of Psychiatric Research of the Mass. Men- 
tal Health Center and the Metropolitan State Hospital, 
Boston 15, Mass. 


previous to medication and all had relatives 
who were still actively interested in them. 
Five of the 6 had been treated in the 
hospital for periods of time varying from 
10 weeks to 12 months ; one was medicated 
at the time of discharge. They were seen 
every 3 or 4 weeks for 10 to 15 minutes 
over a period of 3% years, being told tha* 
the purpose of the visit was to regulate the 
dosage of medication. The dose was deter- 
mined by the amount necessary to control 
symptoms. Notes were made on important 
events in the patient’s life as told by the 
patient or a relative ; likewise symptomatol- 
ogy was judged both by the verbal report 
of the relative and observation in the inter- 
view. 
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When each patient had been out of the 
hospital for one year, she was given a sup- 
ply of placebos in place of chlorpromazine. 
If it was obvious that the patient was 
experiencing a relapse, she was told that 
the dose of the “medicine” would be raised. 
Relatives and patients were encouraged to 
feel that this was the solution. The patients 
were hospitalized when necessary, medi- 
cated with chlorpromazine, and discharged 
as soon as their mental status was the 
same as before the placebo had been given. 

The placebo was instituted a second 
time when the patients had clinically im- 
proved to the pre-placebo level as reported 
by their relatives or as evidenced by their 
obtaining a job. 

Five of the 6 patients responded to the 
placebo with a major relapse involving 
severe social disorganization. Since the 
experiment was repeated twice for each 
patient, this represents a total of 10 in- 
stances of relapse. It would thus seem very 
unlikely that the original improvement was 
related to the placebo effect, but rather to 
the tranquilizer, chlorpromazine. 

There was a widely varied but indi- 
vidually consistent period of time after 
the institution of a placebo until the full- 


blown relapse occurred. The relapse periods 
in the 5 patients were 5 days, 20 days, 2 
months, 44 months, and 5 months both 
times that the placebo was given. The 
length of time was not related to the 
dosage required to maintain equilibrium or 
to the mental status. 

The major relapses did not seem to be 
related to events in the patient’s life. In- 
terpersonal tension which caused the pa- 
tient difficulty on placebos was handled 
appropriately when chlorpromazine was 
reinstituted. In one patient who was dif- 
ficult to keep adequately medicated, the 
form of the hallucination which occurred 
while she was on chlorpromazine, seemed 
to be related to interpersonal tension ; how- 
ever the symptom lacked the severe dis- 
organization of the placebo relapses. 

The relapses in 3 cases started with 
symptoms of tiredness and insomnia, and 
resulted in severe social disorganization in 
all patients, in contrast to symptoms oc- 
curring during medication. The patient 
who had the most symptoms while on chlor- 
promazine was the most difficult one to 
keep adequately medicated, thus suggest- 
ing that the occurrence of the symptoms 
was related to inadequate medication. 
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THE HISTORY OF ELECTROTHERAPY AND ITS CORRELATION 
WITH MESMER’S ANIMAL MAGNETISM 


JEROME M. SCHNECK, 


During the preparation of my book, A 
History of Psychiatry, 1 found a significant 
historical correlation( 1) between some 18th 
century experiences with electrotherapy 
and animal magnetism. 

A number of physicians were using elec- 
tricity therapeutically in mid-century(2). 
Its application was not confined to them. 
- John Wesley obtained an electrical appa- 
ratus about 1750 and issued a publication 
in 1759. It was claimed, at that time, that 
hundreds and perhaps thousands of people 
benefited from electrotherapy. Middlesex 
Hospital was the first teaching institution 
to acquire an electrical machine (1767), 
followed by St. Bartholomew's and St. 
Thomas’s. An “asylum” in Leicester owned 
an electrical device for treatment of patients 
and in 1788 a special therapy room was set 
up in this connection. In 1793 a London 
Electrical Dispensary was organized and 
3,000 patients were said to have been 
treated within 10 years, one-half cured and 
most of the remainder relieved of their 
symptoms. The history of electrotherapy in 
some form had long preceded these efforts. 
Therapeutic use of the electric eel can be 
traced to the Greco-Roman period(3). 

While the electrotherapy movement was 
developing, Franz Anton Mesmer (1734- 
1815) was synthesizing his theory of animal 
magnetism and treating patients with 
claims of success. In 1779 he published the 
famous Mémoire sur la Découverte du 
Magnétisme Animal with its classic 27 
propositions(4). Note numbers 21 and 22 : 


This system will furnish fresh explanations as 
to the nature of Fire and Light, as well as the 
theory of attraction, ebb and flow, the magnet 
and electricity. . . It will make known that the 


1 Clinical Associate Professor of Psychiatry, State 
University of New York College of Medicine at 
New York City ; Address: 26 West 9 Street, New 
York 11, N. Y. 


magnet and artificial electricity only have, 
as regards illnesses, properties which they 
share with several other agents provided by 
Nature, and that if useful effects have been 
derived from the use of the latter, they are 
due to Animal Magnetism. 


Mesmer has been regarded by some as 
a brilliant innovator and by others as 
lacking in scholarship(5). It is often ac- 
knowledged, nevertheless, that his concepts 
can be linked with some trends of the time. 
For example, disease as related to fluidistic 
disharmony has been compared to the 
irritability theory of Albrecht von Haller 
(1708-1777) and the excitation theory of 
John Brown (1735-1788) among others(6). 
That Mesmer gave thought to underlying 
essentials when comparing therapies of his 
time is evident in the propositions men- 
tioned above. His interpretation was clearly 
slanted in the direction of his personal 
theoretical preferences which is usually 
true of most innovators. Even disregarding 
Mesmer’s theory we find that he was 
probably still accurate in the fundamentals 
of his observations. The therapeutic at- 
tributes of 18th century electrotherapy and 
magnetism possessed the common denom- 
inator pertinent to anima] magnetism. This 
common denominator consisted of the es- 
sential ingredients of the transference re- 
lationship and its role in fostering thera- 
peutic change, aside from any other aspects 
in the devices employed which might also 
be effective. This is consistent with ob- 
servations today in connection with psycho- 
logical factors in modern electrotherapy. 
Interest in the psychological aspects of 
today’s electroconvulsive methods followed 
soon after their introduction(7). 

Electrical appliances frequently elicit 
varying degrees of convulsive reactions, of 
course, and these are dependent on several 
variables consistent with the therapeutic 
intent of the physician. A point of interest 
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is that Mesmer was obtaining, and ap- 
parently favored, the production of con- 
vulsive reactions, called crises, in many of 
his patients. They were regarded as bene- 
ficial therapeutically. They were evoked by 
what we would regard as psychological 
measures in the use of the baquet (the tub 
filled with glass and iron filings in contact 
with metal rods held by patients in group 
therapy) or in contacts with any “mag- 
netized” objects. The convulsions must have 
had much importance psychologically for 
such patients in relation to the dynamics of 
their illnesses. Even now it is significant 
to note differences of opinion regarding the 
pertinence or necessity of convulsive re- 
actions in ECT in relation to their psycho- 
logical and physiological desirability within 
the therapeutic regime. Taking all of these 
facts and opinions into consideration, we 
may focus special attention now, in con- 
nection with the treatment of psychological 
illness or illness with known structural 
change in addition to psychological mani- 
festations, on proposition number 23: 


It will be seen from the facts, in accordance 
with the practical rules I shall draw up, that 
this principle can cure nervous disorders di- 
rectly and other disorders indirectly. 


Allowing for changing concepts of “cure,” 
Mesmer had something to offer. As for the 
historical development of scientific ideas, 
the correlation between his animal mag- 
netism and the history of electrotherapy 
with their allied psychodynamic themes 
seems deserving of recognition. 
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COMMENT 


GREGORY ZILBOORG 


With the death of Gregory Zilboorg we 
record the loss of a good friend of many 
years. In Philadelphia at the 1959 meeting 
when we last saw him he was buoyant and 
active throughout the meetings. We knew 
that he had been seriously il] but we shared 
his hope that surgery he had recently un- 
dergone had cleared the way ahead. He 
was carrying on as if nothing had hap- 
pened. He was not one to let health prob- 
lems disturb his equanimity or, to the limit 
of possibility, his endeavor. 


But the Fates were unkind. In a letter 
only two weeks before the end he wrote, 
with utter composure, of the unfortunate 
turn of events and the outcome he was ap- 
proaching. “I am not doing any work to 
speak of”; he said, “I read a letter, I am 
cheerful. I don’t even suffer moments of 
despondency.” And so with even mind he 
finished his course. 

A memorial of Dr. Zilboorg will appear 
in a later issue of the Journal. 


A COLLABORATIVE RESEARCH PROGRAM BETWEEN 
SAINT ELIZABETHS HOSPITAL AND NATIONAL INSTITUTES 
OF MENTAL HEALTH 


The Clinical Neuropharmacology Re- 
search Center has been established at 
Saint Elizabeths to meet the long recog- 
nized need of the National Institute of 
Mental Health for a research center in a 
mental hospital setting and represents a 
collaborative research program between 
the two institutions, centered on the hos- 
pital. The main purpose is the study of the 
action of drugs on mental function and 
mental disorder. 

The location of the Center at Saint Eliza- 
beths Hospital was thought appropriate 
because here in a large and modern hos- 
pital abundant and varied clinical material 
would be available for clinical trials, as 
well as for special, intensive investigation 
of individual conditions and syndromes, 
Furthermore, it was thought desirable to 
expose investigators, working at whatever 
level or discipline, to the unique phe- 
nomena presented by mental illness in a 
mental hospital. These phenomena and 
their problems differ from, and are com- 
plementary to the picture usually presented 
by the private hospital, or the university 
clinic. It was therefore hoped that such 
mutual exposure would lead to the develop- 
ment of research and therapeutic tech- 


niques applicable specifically to mental 
hospital populations ; and to a more ready 
appreciation of the role of each in a com- 
mon research program. 

Essentially the plan is designed to break 
the deadlock of isolation between the 
scientist and the mental hospital, and the 
mental hospital and the growing points of 
the behavioral sciences. Also, the location 
of a research center within the Washington 
area, and within easy access of the Clinical 
Center in Bethesda should make for ready 
interaction between it and the resources 
and special services of the Clinical Center. 
The functions of the laboratories and clini- 
cal branches of the hospital, of the Clinical 
Neuropharmacology Research Center, and 
of the laboratories and branches of the 
National Institute of Mental Health in 
Bethesda are therefore envisioned as com- 
plementary and interdependent. A number 
of long range programs are planned, or 
in operation, with the active collaboration 
of these branches. 

To ensure a clinical setting truly repre- 
sentative of the predominant hospital popu- 
lation, the Center was located in one of 
the older units of the hospital, the so-called 
William Alanson White Service. This is a 


465 


3 
j 
ote 


466 


COMMENTS 


[ November 


5-story building with some open and some 
closed wards, housing some 370 patients. 
The patient population is being steadily 
selected and sifted according to the needs 
of the research program. 

Part of the ground floor, and the whole 
of the fifth floor of this service, were 
adapted for special research laboratories. 
The ground floor now includes laboratories 
of neurochemistry, neuropharmacology, 
electrophysiology, sensory physiology and 
neuroendocrinology. A laboratory to ac- 
commodate experimental animals for the 
study of the effects of drugs on animal be- 
havior has been erected outside the electro- 
physiological laboratories. The whole of the 
fifth floor provides for the clinical parts of 
the program. Laboratories here include a 
small metabolic ward (complete with diet 
kitchen) ; clinical physiology laboratories ; 
electroencephalographic and psychosomatic 
laboratories ; psychometric laboratories ; 
and a suite of rooms for interviewing, for 
long-term psychotherapy, for counselling, 
and for group therapy. On this floor are 
also the records and statistical offices (com- 
prising modern data processing equipment ) 
and offices for social scientists and secre- 
tarial help. All laboratories are finished and 
equipped according to the standards of the 
National Institutes. 

At a more personal level, the day-to-day 
conduct of the Clinical research is carried 
out jointly by the staff of the Clinical 
Neuropharmacology Research Center and 
of Saint Elizabeths Hospital. Clinicians 
assigned to the Center by the N.I.M.H. 
work alongside their colleagues from the 
hospital, thus assuring closest possible con- 
tact with research problems. 


The Chief of the Center serves as Di- 
rector of Research of the hospital and 
Chairman of the hospital’s Research Com- 
mittee, whose function is to coordinate and 
promote clinical investigations in any part 
of the hospital and to submit to the Super- 
intendent recommendations for their further 
development. 

Research in a clinical area is inseparable 
from clinical care and, in the last analysis, 
it is the clinical care program that will 
reflect the usefulness or otherwise of its 
research program. There are already in- 
dications that the proximity of the basic 
sciences to the clinical area encourages the 
basic scientist's active interest in clinical 
problems, and the clinician’s interest in 
scientific method. Moreover, as research 
techniques especially adapted to the study 
of clinical phenomena within a mental 
hospital are evolved they will take their 
proper place in the hospital training pro- 
gram and, it is hoped, thus lead to the 
creation of an academic setting within the 
confines of the hospital. The joint Saint 
Elizabeths—National Institute of Mental 
Health project could thus set a pattern for 
the future. Its measure of success, however, 
will inevitably depend upon the strength 
and evolution of the hospital it serves. 

Winfred Overholser, M.D., 
Superintendent, 
Saint Elizabeths Hospital. 


Joel Elkes, M.D., 
Chief, Clinical Neuropharmacology 
Research Center National Institute 
of Mental Health. 
Director of Research, 
Saint Elizabeths Hospital. 
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THE QUESTION OF PSYCHIATRIC TRAINING ABROAD 


Editor, THe AMERICAN JOURNAL OF Psycui- 
ATRY : 

Sim : It has been said by Freyhan(1), and 
remarked by others(2, 3), that an American 
psychiatrist is apt to be struck by the dif- 
ferences in psychiatric theory and practice 
in foreign countries and that the foreign 
psychiatrist is often baffled by what he 
sees in the United States(4). Such dif- 
ferences have given rise to concern, even an 
admonition from Professor Bleuer(1), that 
they may result in the cessation of exchange 
of both communication and psychiatrists 
between America, Great Britain and the 
continent. 

This situation is relatively new. In 1930 
Mapother(5), having just returned from a 
visit to the United States, wrote that Ameri- 
can psychiatrists “have the natural readi- 
ness to try anything once, but to me they 
seem neither credulous, nor given to making 
claims; in fact, they seem full of the 
‘enthusiasm without illusion’ that is the 
true scientific spirit.” Three years later in 
the 14th Maudsley Lecture, Adolf Meyer 
(6) spoke of the British contribution to 
American psychiatry. In the ensuing 15 
years a number of British psychiatrists 
came to North America for postgraduate 
study, several returning to become the Brit- 
ish exponents of the Feinsinger technic of 
short-term psychotherapy(7). And, in gen- 
eral, the exchange soon became more and 
more one-way, with few American psy- 
chiatrists going abroad for study and a 
feeling of separation becoming progres- 
sively more apparent. An English Pro- 
fessor(2) in 1953 referred to the differences 
in the evolution of British and American 
psychiatry as “differences . . . of quantity 
and tempo”; and several years ago another 
English psychiatrist(3), alluding to the 
growth of psychoanalytic psychiatry in the 
United States, made the comment that “a 
remarkable attempt has been made in many 
centers to ingest the whole system, python- 
like, into the body of academic’ opinion.” 

As a result of this separation, there has 
been in America, as Kanner suggests(8), a 


loss of interest in basic clinical psychiatry 
and in the historical roots of modern psy- 
chiatry. Maciver and Redlich(9) have 
pointed out in a study of psychiatric prac- 
tice not only a dichotomy in the theoretical 
orientation of American psychiatrists but 
also a relative lack of eclectics. And abroad, 
particularly in England, there has sprung 
up an intense distrust of psychoanalytic 
theories and psychotherapy in general( 10). 
From this separation there have also arisen 
many distorted attitudes and conceptions, to 
the point that not a few American psy- 
chiatrists regard British and continental 
psychiatry as “descriptive” or, at best, exis- 
tential ; and vice versa, American psychia- 
try, as subjugated to an uncritical ac- 
ceptance of psychodynamic theory and 
psychotherapy. Some effort has been made 
to bridge this gap in communication, es- 
pecially in the areas of psychopharmacology 
and epidemiology; but little encourage- 
ment is given the American psychiatrist to 
obtain foreign training during his residency 
years. Few foundation grants, medical 
school travelling scholarships or govern- 
mental research or training stipends have 
been established for this purpose ; and even 
in neurology where the tradition of a 
year’s pilgrimage to the National Hospital, 
Queen Square, London, is long established, 
there are meager financial aids available. 
At best, there is the occasional medical 
society or academy of medicine which 
happens to have a scholarship or travel 
grant as a fossil from the days of the 
“American Medical Association of Vienna.” 

The value of foreign training in psy- 
chiatry has been stressed by many previous 
writers(11, 12, 13). But the lack of op- 
portunity for such study cannot be empha- 
sized or deplored sufficiently. 


John A. Sours, M.D., 
Fulbright Scholar, 
The Maudsley Hospital, 
London, England. 
722 West 168th Street, 
New York 32, N. Y. 
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A STATISTICAL STUDY OF FIRST ADMISSIONS WITH 
PSYCHONEUROSES IN NEW YORK STATE, 1949-1951 


Editor, Taz AMERICAN JOURNAL OF Psycut- 
ATRY : 

Sm: In his interesting article in the 
August issue of this Journal Malzberg states 
that the higher incidence of psychoneuroses 
among the Jewish population in comparison 
with other groups of our metropolitan 
population, such as Irish and Italian, has 
been attributed to the greater willingness 
by Jews to seek medical advice and, in 
particular, to a more favorable attitude to- 
wards psychiatry and psychiatrists. This is 
surely true and I believe that if we included 
the statistics about private psychiatric prac- 
tice the incidence of psychoneuroses among 
Jews would be proportionately even much 
higher than calculated in Dr. Malzberg’s 
study. 

There is however a cultural conditioned 


genetic-dynamic explanation for this dis- 
crepancy which can be proven statistically. 
The chief characteristic of psychoneurotic 
disorders (Manual of Mental disorders 
APA) is “anxiety which may be directly 
felt and expressed or which may be un- 
consciously and automatically controlled by 
the utilization of various psychological de- 
fense mechanisms. . . .” 

The Jews as well as Irish, Italians and 
other population-groups have to deal with 
anxiety-producing problems. Besides be- 
coming neurotic, there is another way of 
escape from “anxiety,” namely to “narco- 
tize” anxiety by becoming alcoholic. Now 
let us look at the racial differences of alco- 
holism as presented statistically by the De- 
partment of Mental Hygiene, New York 
State : 


CoMPARISON OF DIsTRIBUTION IN PriIncIPAL Groups OF MENTAL D1sorpeErs, 1951 


Mental Disorder 


| African | German | Hebrew | 


Per Cent of Total First Admissions of Each Race: 
Irish | Italian | Slavonic | Mixed 


Alcoholic | ta | 
There has been no remarkable change in 
these figures since that time. As a result of 
cultural factors the Jews do not use the 
escape of their anxiety-producing problems 
into alcohol to such an extent as the Irish 
or Italian. Although an increase of alcohol 


5.0 


[| 05 | 121 | 28 | 67 | 65 
use among the Jewish population has been 
observed the “psychoses due to alcohol” 
among Jews remains a “curiosum.” 
John Lanzkron, M.D., 
P.O. Box 1453, 
Middletown, N. Y. 
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REPLY TO THE FOREGOING 


Editor, THe AMERICAN JOURNAL OF Psycut- 
ATRY : 

Sir : The statistics that Dr. Lanzkron pre- 
sents are not as conclusive as he thinks. 
They are not rates of first admissions with 
alcoholic psychoses, i.e., the number per 
100,000 of each ethnic group, but percent- 
ages based upon total first admissions. The 
percentage may be high, but the rate may 
be low, or vice versa. Comparisons of the 
incidence of the alcoholic psychoses, as con- 


trasted with psychoneuroses, are difficult to 
make because of the social factors which in- 
fluence both treatment and hospitalization. 
Until a better measure of the true incidence 
of the psychoneuroses is available, hypo- 
theses such as that suggested by Dr. Lanz- 
kron are suggestive, but cannot be regarded 
as conclusive. 


Benjamin Malzberg, M.D., 
Albany 10, N. Y. 


A COMMENT ON SWEDISH PSYCHIATRY 


Editor, THe AMERICAN JOURNAL OF Psy- 
CHIATRY : 

Sm: I was very surprised to read on 
page 83, vol. 116, July 1959, of The Ameri- 
can Journal of Psychiatry a note according 
to which Swedish psychiatry is in a sad 
state and has not developed at the same 
rate as other special fields. Since I have 
had the chance to visit some Swedish 
psychiatric hospitals and all umiversity 
clinics several times, particularly last spring, 
and to discuss psychiatry with Swedish 
psychiatrists exhaustively I should like to 
inform your readers with regard to my 
impressions. I found the standard of the 
Swedish mental hospitals I visited on an 
excellent level. They have been modernized 
from every possible point of view, and 
further modernization is planned. The back 
wards—always an important criterion for 
hospital care of the mentally sick—present 
a most happy homelike atmosphere. Oc- 
cupational therapy is very well developed, 
the social life of the hospital patients is 
excellently organized. For the treatment of 
neurotic and “psychosomatic” patients there 
are splendidly equipped special clinics, 
wards and outpatient clinics. The social 
service for the patients is also well or- 
ganized. 


Pre- and postgraduate instruction in 
psychiatry is cared for very well and more 
time is given to it than in many other 
countries. Research work both in Swedish 
university clinics and in many Swedish 
state hospitals is carried out ‘with the 
greatest exactitude. Publications on psy- 
chiatry are based on a vast quantity of 
clinical material and are conceived in a 
critical spirit. It is particularly impressive 
to see how much time many research stu- 
dents give to their studies before publish- 
ing them. It is not necessary to go to 
Sweden to recognize the pioneer research 
of Swedish psychiatrists in many fields, 
it is sufficient to look through the Acta 
Psychiatrica et Neurologica Scandinavica 
and its Supplements. It is correct to say 
that many Swedish psychiatrists follow 
trends in psychiatry which are not the 
same as in many other countries. This, 
however, does not lead to an isolation of 
Swedish psychiatry, but is on the contrary 
a very precious contribution to international 
progress in this field. 


Prof. M. Bleuler, 
Director of the Psychiatric 
University Clinic Burghdlzli, 
Ziirich, Switzerland. 
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Editor, Taz AMERICAN JOURNAL oF Psycui- 
ATRY : 

Sim : In the July issue of this Journal, Dr. 
Léfgren, in his comment on Prof. Kinberg’s 
paper, referred to Swedish psychiatry as 
“barren and lacking in international con- 
tact” and stressed that its level was “not 
acceptable by modern standards.” I have 
the privilege of some knowledge of Swedish 
psychiatry, and had the opportunity last 
winter to visit thoroughly all the university 
clinics and a number of other psychiatric 
institutions in Sweden. I feel it therefore 
to be my duty, as an independant observer, 
to make some comments on the paper by 
Dr. Léfgren, with whose opinion I strongly 
disagree. It is true that the late Prof. Sjé- 
brings psychopathology has still a great 
influence in Sweden. That holds true how- 
ever only for certain universities and for 
certain aspects of his theory. His Psy- 
chological “types” or, more exactly, “traits” 
system is considered as a convenient refer- 
ence frame, and is now subjected to very 
thorough experimental researches, especially 
in Lund, using clinical, experimental psy- 
chological and somatometic techniques. 
Without going into details, Sjébrings typol- 
ogy is not at all an “isolated” system, but 
has many connections with other European 
schools of thought (Pierre Janet in the first 
place ). It is true too that psychiatry in Swe- 
den is more somatically than psychodynami- 
cally oriented. I do not believe, however, 
that the somatic approach is so exclusive as 
could be inferred from Prof. Kinberg’s pa- 
per and from Dr. Léfgen’s letter. The devel- 
opment of clinical psychology in the last ten 
years is impressive, and the close cooper- 
ation between psychologists and _psychi- 
atrists, the support psychology receives 
from all the professors of psychiatry, and 
the scientific level of the papers published 
can compare favorably with the present 
state in the United States. Psychoanalytic 
concepts are not as widespread as in the 
United States, the number of trained psy- 
choanalysts is small, but their proportion 
to the total number of psychiatrists is not 


much below that in continental Europe. In 
the administrative, therapeutic, teaching, 
and research fields, psychiatry has attained 
in Sweden a very high level. The hospitals 
are generally extremely well planned and 
equipped, the State is presently providing 
large sums for their extension and mod- 
ernization. There is a great concern about 
the social aspects of mental disease. The 
teaching at the graduate level is probably 
more extensive than in most European 
countries, and, in addition, series of lectures 
on medical psychology are given in the 
first years. Psychiatry is now considered in 
the medical schools as one of the main 
clinical subjects for the examinations, a 
situation probably unique in Europe. The 
level of research, as any reader of Acta 
Psychiatrica et Neurologica and of the pub- 
lished M.D. theses knows, is extremely 
high. The large amount of the material, the 
care in the clinical investigation, the plan- 
ning of the experimental approach and of 
the statistical treatment, the thoroughness 
of the bibliography, are noteworthy. It is 
true that, with the exception of clinical 
psychology, the main lines of research are 
in the somatic field: biology of mental 
disease, biological therapy, genetics and 
population survey. In those fields Swedish 
psychiatry has gained international recog- 
nition. But it does not mean that Swedish 
psychiatry is isolated. Swedish psychiatrists 
are well acquainted with foreign literature, 
European as well as American. Many have 
travelled extensively and they are always 
open to new points of view. The contri- 
butions made by the present heads of 
university clinics and psychiatric insti- 
tutions, as well as the work of younger 
psychiatrists are in themselves an eloquent 
proof of the originality of the Swedish 
psychiatric school. Originality is not a sign 
of isolation but of vitality. 


Prof. agr. P. Pichot, 
Hopital Sainte Anne, 
Faculté de Médecine, 
Paris (France). 
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Iowa Honors SeyMour VESTERMARK, 
M.D.—A bronze plaque honoring Dr. Ves- 
termark has been mounted in the main cor- 
ridor of the State Psychopathic Hospital 
according to Paul E. Huston, M.D., Chair- 
man of the Department of Psychiatry and 
Director of the Psychopathic Hospital. This 
plaque reads: 

In Memory 
f 


SEYMOUR DAY VESTERMARK, M.D. 
State University of lowa Medical Class of 1931 
Born November 25, 1902 
Died February 22, 1959 
Distinguished graduate who, during 10 
years as Chief of National Institute of Men- 
tal Health Training Branch, U.S.P.H., 
exerted a profound influence in the field of 
psychiatric training in the medical schools 
of the U.S.A. 


Dr. Visorsky Heaps Cuicaco MENTAL 
Heattu Service.—Dr. Harold M. Visotsky, 
assistant professor of psychiatry at the 
University of Illinois College of Medicine, 
has been appointed, effective Sept. 1, 
director of mental health for the City of 
Chicago. He will have charge of the mental 
health section of the Chicago Board of 
Health under the direction of Dr. Herman 
N. Bundesen, president. 

Dr. Visotsky is the first full-time director 
appointed to this position. He has been 
coordinator of psychiatric training at the 
university since 1955 and consultant to the 
National Foundation, Polio Respiratory 
Center, U. of I. Hospital, as well as a con- 
sulting psychiatrist and a member of the 
educational faculty and committee in the 
residency training program at the Chicago 
State Hospital. 


Correction.—Information presented on 
page 171 of the clinical note entitled: “Drug 
Use-Rate in a State Mental Hospital” by 
John R. Whittier, et al., American Journal 
of Psychiatry, 116, pages 169-171, 1959 is 
inaccurate. The two sentences preceding 
the summary, and the pertinent summary 
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content, should be corrected to read “By 
the end of the observation period, 61% of 
the total hospital population were receiving 
one or more of the drugs. Male patients on 
drugs represented 22% of the total hospital 
population, or 52% of the total male popula- 
tion. Female patients on drug represented 
40% of the total hospital population and 68% 
of the total female population, all figures 
rounded to the nearest percentage point. Of 
the total, male, and female patients on 
drugs, 56%, 51% and 59% respectively were 
receiving chlorpromazine.” As principal au- 
thor, I am responsible for the inaccuracies 
in the percentage figures, which appeared 
during several revisions of the article prior 
to submission and were missed in final 
copy. I am indebted to the critical acumen 
of Matthew Kartch, 4th year medical stu- 
dent at Albert Einstein College of Medi- 
cine, for bringing the situation to my notice. 
Joun R. Warrier, M.D. 
Director of Psychiatric Research 
Creedmoor Institute for 
Psychobiologic Studies 


Connecticut SEMINAR IN PsyCHIATRY, 
Nevuro.ocy.—September 16, 1959-April 20, 
1960. Sponsored by the Connecticut Dept. 
of Mental Health and the Dept. of Psy- 
chiatry of the Yale School of Medicine and 
in co-operation with other hospitals and 
training schools. Many eminent speakers 
and instructors have been engaged for each 
of the two sections of this seminar. This 
course is approved for Category 1 credit by 
the Academy of General Practice. For 
further information, address the Assistant 
Dean for Postgraduate Medica] Education, 
333 Cedar St., New Haven 11, Conn. 


Massacuusetts GeNnerAL Hosprrau Re- 
SEARCH ON MENTAL Retarpation.—A gift 
of $1,000,000 from the Joseph P. Kennedy, 
Jr. Memorial Foundation for the establish- 
ment of the Joseph P. Kennedy, Jr. Labora- 
tories for Research on Mental Retardation 
at the Massachusetts General Hospital has 
been announced, One-half will be spent for 
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the construction of the laboratories and the 
other half will serve as an endowment to 
provide continuing operating funds. 

This is the first of the endowed scientific 
researchships planned under the Anniver- 
sary Program in observance of the 150th 
birthday of the Massachusetts General Hos- 
pital in 1961. 


CoLLece StupEeNts’ ATTITUDES TO 
Marriace.—A questionnaire study was con- 
ducted by Principal H. K. Trivedi and 
associates of S. B. Garda College and B. P. 
Baria Science Institute, Navsari, India, and 
reported in The Guardian, the journal of 
those institutions, for March, 1959. 

Of the 531 students volunteering 426 
were men (24 of whom, married) and 120 
women (7 married). The married students 
were all Hindus, 68 of the unmarried men 
form Muslim and Parsee minorities. 

The students strongly favored comple- 
tion of education before marriage. They 
also favored family planning and limiting 
the children (2 sons, 1 daughter). They 
realized the evils of the Dowry system. The 
women gave more importance to the social 
status of the spouse than did the men. 

It is interesting to note that of the un- 
married students 48% of the men and 55% 
of the women stated that they would not 
be prepared to take a spouse whose horo- 
scope differed from their own. 

This issue of The Guardian reports also 
the special features of the annual meeting 
of the College and Institute, honoring Pro- 
fessor Trivedi the founder of these institu- 
tions and who is responsible for their re- 
markable development. The occasion was 
especially notable by reason of the presence 
of His Excellency, Shree Sri Prakasa, Gov- 
ernor of Bombay State, who presented to 
Principal Trivedi, professor of philosophy 
and psychology, a handsomely bound Fest- 
schrift containing 73 tributes from educa- 


tionalists and other eminent persons in 
various walks of life commemorating his 
45 years of distinguished service to higher 
education. 


NATIONAL ASSOCIATION FOR MENTAL 
Heattn, Inc.—The appointment of Law- 
rence J. Linck of Chicago as executive 
director of the National Association for 
Mental Health has been announced by 
the organization’s president, Judge Luther 
Alverson. Mr. Linck has previously served 
as a professional management counselor 
with offices in Chicago, and as executive 
director of the National Society for Crip- 
pled Children and Adults from 1945 to 
1956. 

He has served as special consultant to 
the U. S. Public Health Service, and con- 
sultant to the Office of Vocational Re- 
habilitation in the U. S. Department of 
Health, Education and Welfare. 


AMERICAN Psycuosomartic Society.—The 
Society will hold its 17th annual meeting 
at the Sheraton-Mt. Royal Hotel in Mon- 
treal, Canada, on Saturday and Sunday, 
March 26 and 27, 1960. 

The Program Committee would like to 
receive titles and abstracts of papers for 
consideration for the program no later than 
December 1, 1959. The time for presenta- 
tion of each paper will be 10 or 20 minutes. 

Abstracts, of two or three pages, in 9 
copies, should be submitted to the Chair- 
man of the Program Committee at 265 
Nassau Road, Roosevelt, N. Y. 

Eric D. Wittkower, M.D., 
Chairman, Program Committee 


Correction.—Three pages of plates il- 
lustrating the article by Dr. Nathan Mala- 
mud, pages 215 to 218 of the September 
Journal were, through a printer’s error mis- 
placed and inserted between pages 220 and 
221. 
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YEARBOOK OF NevuROLOGY, PsyCHIATRY AND 
Nevurosurcery (1958-1958). By Roland 
P. MacKay, M.D. (Neurology), S. Bernard 
Wortis, M.D. (Psychiatry), Oscar Sugar, 
M.D. (Neurosurgery). (Chicago: The 
Year Book Publishers, 1959, pp. 623. 
$8.50.) 

Neurology. Among numerous developments 
of the year, Mackay puts first in importance the 
continuing investigation and differentiation of 
the neutropic viruses, of which the polioviruses 
are the most neurotropic. Reports on the Salk 
vaccine are “essentially unanimous in citing 
a 75% effectiveness against paralysis . . . [and] 
an immunity approximately as enduring as 
that from ‘natural infection’.” 

Clinical and experimental studies reported 
in this Year Book, including reports of patho- 
logic changes found in Hiroshima and Naga- 
saki victims, point up sharply the need of 
knowledge of radiation effects now and in the 
future. 

Multiple sclerosis, although “one of the most 
actively studied of human diseases,” is still a 
mystery, insofar as etiology is concerned. 

Mackay calls attention to the publication of 
the “handsome and authoritative volume,” 
Neuropathology by J. G. Greenfield and asso- 
ciates, and the lamented death of the senior 
editor. 

Psychiatry. Psychopharmacology and phys- 
iologic treatment methods still occupy the 
predominant interest of psychiatrists every- 
where. Wortis, in understatement, mentions 
18 new drugs to be added to the list given 
in the last preceding Year Book. 

The present status of insulin therapy was 
surveyed in the International Conference on 
Insulin Treatment in Psychiatry in New York 
City in the autumn of 1958 [This Symposium, 
edited by Rinkel and Himwich, is published 
by the Philosophical Library, 1959]. 

There is much research on biochemical ab- 
normalities in possible relation to schizo- 
phrenia, but no generally accepted conclusions 
have been reached. There has also been in- 
creasing attention to the biochemistry of 
alcoholism. 

Instead of trying to summarize the findings 
in a vast number of reports, Wortis gives a 
long bibliography (12 pp.) of publications in 
1958 dealing with the several fields in psy- 
chiatry. 

This section contains reports on psychiatry 


in Asia and the Middle East, Germany, Por- 
tugal, Soviet Union, Finland and Denmark. 
Neurosurgery. Oscar Sugar devotes his in- 
troduction to this section to indicating the 
nature of the subjects published in several 
Soviet journals. He refers to an article in 
Science (Oct. 10, 1958) that pointed out the 
necessity, for evaluating Soviet contributions, 
of having a thorough knowledge of the “special 
terminology of both languages and Russian 
scientific slang. The reader must be aware of 
the necessity for adherence to official philoso- 
phy, including the worship of Pavlov.” [Incul- 
cation of Party doctrine is reported as part of 
psychotherapy in some areas]. 
The neurological and neurosurgical sections 
of the Year Book contain numerous illustrations. 
C. B. F. 


Bopy ImaceE AnD Personauity. By Seymour 
Fisher and Sidney E. Cleveland. (Prince- 
ton, N. J. : D. Van Nostrand Co., 1958, pp. 
420. $9.25.) 

If one reads between the lines of the research 
protocols, the scientific tables, and the statisti- 
cal analyses in this volume, one finds the 
fascinating evolution of a research idea. The 
two authors, both psychologists at the Baylor 
University College of Medicine, had become 
interested in the concept of the body image, 
particularly as it relates to ego or boundary 
strength, and, in an initial study of patients 
with rheumatoid arthritis, they found that, of 
the several tests explored, the Rorschach test 
gave the most information regarding the body 
image. A review of the existing literature, 
which they summarize in this volume, revealed 
how little work had been done at the time on 
the manner in which the individual organizes 
perceptions about himself and about his body. 
The authors then launched into further re- 
search on how concepts about the body image 
might relate to personality structure, behavior, 
and site of psychosomatic symptoms. 

Their first hypothesis, that patients with 
psychosomatic symptoms involving the body 
exterior would conceive of their bodies as sur- 
rounded by a protective, defensive wall, was 
supported by a series of studies of patients and 
their various psychosomatic disturbances. They 
also obtained evidence supporting their second 
hypothesis that the body image differences 
themselves played some etiological role in the 
choice of internal versus exterior symptom sites. 


When further studies on a group of normal 
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subjects substantiated these results, they pro- 
ceeded to a number of validating explorations 
which indicated the consistency and sig- 
nificance of their measurements. 

In a series of researches regarding person- 
ality and behavior, they found that high bar- 
rier scores correlated well with a higher level 
of goal-setting, a need for task completion, 
less suggestibility, freedom to manifest anger, 
self-expressiveness, greater tolerance of stress, 
a higher interest in work activity that involved 
personal communication, and that such per- 
sons were products of families where there 
occurred greater structuring of values and 
goals, with more interest in work and more 
stable marriages. Group studies indicated thai 
their philosophy was characterized by firmness, 
definiteness, assertiveness, initiative, more lead- 
ership, and ability to talk. They were also more 
friendly and democratic, with greater humani- 
tarianism. 

A study of controls, neurotics, and psychot- 
ics revealed a decreasing barrier score as ore 
proceeded towards the psychotic population. 
The authors follow this report with a discussion 
of the importance of the body image, its re- 
lationship to Freud’s concept of the ego, and to 
the implications in the treatment of regressed 
schizophrenics, where attention to their body 
seems to be of paramount importance. 

Further studies in family patterns revealed 
that low barrier persons are exposed to a 
family atmosphere that not only provides few 
definite identification models, but which is also 
characterized by relatively high insecurity and 
inappropriate rigidity. These people tend to see 
their parents in a threatening and fear-inspir- 
ing manner. Sex differences are revealed at dif- 
ferent ages, in that lower scores occur in boys 
from 5 to 7, and in girls from 10 to 13, while 
in the intervening years they are the same. The 
authors relate this characteristic to Oedipal 
conflicts in the boys and earlier puberty in the 
girls. Cross-cultural studies indicated that high 
barrier groups were alike in that they permitted 
relatively later impulse satisfaction during the 
first few years of life than does the modern 
Western mode of civilization, that they pro- 
vided the individual with more definite and less 
conflictual value models, but that they later 
demanded more rapid independence. With the 
Western tradition falling lowest on the barrier 
scale, searching questions inevitably arise. 

Two more studies are reported. One finds a 
significant relationship between barrier scores 
and the location of cancer, while the other 
deals with various physiological manifestations. 
The most important of these was the study of 
general reactivity following the ideas of Fun- 


kenstein, which indicated that high and low 
barrier individuals went in opposing directions 
in tests of various body reactions. An attempt 
was made to evaluate how these responses 
might be organized neurologically. It is known 
that passive personalities have a high alpha 
index in the EEG. The authors’ investigation 
indicated that low barrier patients tended to 
be more passive and also had a higher alpha 
index. It was then speculated that high barrier 
individuals have a more elevated level of striate 
muscle excitation, and therefore may arouse 
more consistently the reticular formation 
through proprioceptive stimulation. 

This book concludes with an excellent sum- 
mary chapter. It also contains an appendix 
with certain Rorschach protocols, a bibliog- 
raphy of 360 items, and a subject and name 
index. This excellent work has brought much 
more clearly into focus another frame of refer- 
ence for understanding personality develop- 
ment and function. It has presented much 
stimulating evidence, but, even more impor- 
tant, it has opened the doors to further research 
projects. 

Eric T. Carson, M.D., 
New York Hospital, 
Cornell University Medical College Center. 


PersonaLtity CHANGE AND DEVELOPMENT AS 
MEASURED BY THE PROJECTIVE TECHNIQUES. 
By Molly Harrower, Ph.D. (New York: 
Grune and Stratton, 1958, pp. 383, 
$10.00.) 

Research minded practitioners will find this 
contribution quite challenging. Using her many 
years of experience, the author makes a serious 
attempt to discover answers to some intriguing 
questions concerning projective techniques. 
Some of these questions are : To what extent 
does projective material actually mirror report- 
ed change in behavioral adjustment and change 
in subjective experience ? If positive changes 
are found, do they result from a dropping out 
of pathologic responses in the second test rec- 
ord, from an increase in positive indices of 
adjustment, or from a combination of both P 
How does an individual change during periods 
of normal growth and the passage of 5, 10 and 
15 years P What about the similarities or differ- 
ences in personality brought about through 
growth, maturation and life experiences on 
one hand, and various forms of psychotherapy 
on the other ? What about changes introduced 
by psychotherapeutic techniques which are not 
found as a result of other experiences ? 

Raw data are provided in order that the 
reader may make personal judgments. Essen- 
tially, this volume is at the documentary level, 
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since the author believes that until there is 

sufficient evidence of what actually occurs, 
extensive theorizing is out of the question. 
ArtHurR LERNER, Pu.D., 

Psychology Department, 

Los Angeles City College. 


Eprepste. By J. A. Chavany. (Paris : Masson 
& Cie, 1958, pp. 353. 2.800 fr.) 

This monograph attempts to deal with all 
the different aspects of epileptic disorders, al- 
though emphasis is placed on clinical mani- 
festations. The first part of the book deals with 
the clinical description of epileptic seizures. 
The account of cases is colorful and precise. 
After dealing with the classical grand and 
petit mal seizures, the author describes the 
focal episodes or parietal, temporal and oc- 
cipital origin. Much of the material is dis- 
cussed in light of work done by Penfield. 

The existence of a particular “epileptic per- 
sonality” and an “epileptic dementia” is ac- 
cepted by the author although the reasons for 
doing so are not clear. The underlying as- 
sumption seems to be that “essential” or 
“idiopathic” epilepsy is a disease entity per se, 
rather than a manifestation of some known or 
unknown etiologic process. 

The author attempts to establish types of 
seizures which at times seem rather arbitrary 
and novel. For example “morpheic epilepsy” 
according to him is characterized by nocturnal 
attacks, frequent mental and endocrine dis- 
turbances and heredofamilial traits, whereas 
cases predominantly nocturnal but with an 
occasional diurnal attack are’ automatically 
eliminated from this group. Other sleep phe- 
nomena, like somnambulism, nocturnal terrors, 
transient abdominal pains and frequent dreams 
are somehow related to this entity called 
“morpheic epilepsy.” The EEG is reported to 
reveal sharp waves, spikes or “trapezoid waves” 
in the temporal lobe and is held to be a “spe- 
cific anomaly.” Also it is not entirely clear from 
the text if the author believes narcolepsy and 
“narcoleptic epilepsy” to be one or two differ- 
ent entities, but after a brief discussion of the 
problem the conclusion seems to be that there 
are two different conditions and the best way 
to tell them apart is by a therapeutic trial. One 
would have desired a closer discussion of the 
pathogenesis as done in the past by Wilson, 
Adie, and others, instead of a general state- 
ment that there is a supposedly exaggerated 
“reactivity of the hypnic function” in epilepsy. 

The epileptic phenomena of young children 
are treated in great detail. The author recom- 
mends not attaching the word “epilepsy” to 
just any convulsive episode in the young infant 


for “humanitarian” and “practical” reasons 
since such a label may have painful conse- 
quences for the patient’s future. 

The concept of “late epilepsy” is also ex- 
amined. In two thirds of the patients whose 
seizures begin after 25 the etiology can be 
determined, but in the remaining one third 
the cause cannot be established and hence the 
author would classify these as “essential epi- 
lepsy.” A “true senile epilepsy” is described 
although difficult to separate this entity from 
seizures secondary to cerebrovascular disease. 

The hereditary aspects of epilepsy are based 
on the author’s vast clinical experience. The 
work of Lennox on twins is amply quoted. The 
conclusion is that “essential epilepsy” although 
a disease entity, is not inherited as such but 
only as a predisposition, to convulse regardless 
of the etiology. 

The chapter on EEG is excellent and the 
treatment of the differential diagnosis is ade- 
quate. When dealing with syncope and related 
conditions, there is no mention however of the 
“tussive syncope” or “ictus laryngeus.” When 
discussing “functional hypoglycemia” the au- 
thor states that this disorder occurs in poorly 
nourished individuals, which is not the experi- 
ence of the present reviewer. 

It is unfortunate that such a comprehensive 
and informative monograph should be marred 
by minor oversights. There is a complete ab- 
sence of illustrations and figures. Another in- 
stance is that quotations from the French lit- 
erature are given full bibliographic notice while 
work published in English or German, except 
for a single note in page 272, is usually men- 
tioned without reference. 

The book however, is an outstanding piece 
of clinical insight and will prove to be of 
invaluable assistance to the neurologist, the 
internist and the general practitioner. 

Jose M. Sezarra, M.D., 
Boston, Mass. 


Tue Minn. A Study of Communica- 
tion between Criminal Law and Psychi- 
atry. By Philip Q. Roche, M.D. (New 
York: Farrar, Straus & Cudahy, 1958, 
pp. 299, $5.00.) 

By his work in forensic psychiatry and by 
his writings Dr. Roche has gained the confi- 
dence of the courts and of the legal profession 
in Pennsylvania. From 1934 to 1945 he did 
psychiatric work at the Eastern State Peni- 
tentiary in Philadelphia. As a witness in court 
he is held in high regard by lawyers, and 
judges have sought his advice on sentencing. 
In an interesting paper “Dr. Woodhouse Meets 
Daniel McNaghten” he pointed out a shocking 
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miscarriage of justice caused by disregard of 
elementary psychiatric facts : a physician who 
suffered from a psychosis with delusions was 
nevertheless found guilty of murder in the 
first degree. 

The Criminal Mind is an expanded state- 
ment of the Fifth Annual Isaac Ray Award 
lectures delivered by Dr. Roche at the Uni- 
versity of Michigan in 1957. It is a survey of 
the theoretical problems of forensic psychi- 
atry frankly focused on “the subjective ele- 
ment of crime.” As the book’s subtitle states, 
the author examines especially the question 
of the communication between criminal law 
and psychiatry. A good deal of recent litera- 
ture is carefully considered and _ pertinent 
cases are discussed. Some of them the author 
saw himself; others include the Gibbs case 
in which the late Dr. Strecker testified, which 
is well described in Richard Gehman’s A 
Murder in Paradise. 

Dr. Roche has a definite point of view 
which he sets forth clearly: he has come to 
the conclusion that the use of psychiatry as 
part of the public adversary system of criminal 
justice should be strictly limited or abolished, 
while its function in pre-trial and post-trial 
phases should be enlarged. He is most pessi- 
mistic about any useful role for the psychiatrist 
in the courtroom. The use of psychiatry should 
be restricted, he feels, to these aspects of the 
administration of criminal law : “(1) advisory 
on the question of triability of the accused, 
(2) informative and advisory leading to ap- 
propriate disposition of the convicted, (3) 
provision of techniques for changing convicted 
persons in the direction of self awareness and 
reform, and (4) advisory on questions of re- 
lease of convicted persons.” 

One of Dr. Roche’s theses is that criminals 
and mentally ill persons are not basically dif- 
ferent, but differ only in the manner we deal 
with them. He finds that the law is public- 
centered, while psychiatry is individual-cen- 
tered. His view of the essential relation between 
law and psychology is family-centered : “The 
law takes over where the parent leaves off” 
and “. . . criminal justice is a continuation of 
child-rearing indoctrination. . . .” 

Because it discusses the relevant questions 
fairly and clearly, Dr. Roche’s book can be 
read with profit by both psychiatrists and 
lawyers. Throughout his exposition he is not 
controversial in any way. But the subject mat- 
ter itself inevitably is controversial. In fact, 
forensic psychiatry at this time is the most 
crucial point of controversy in psychiatry. What 
we disagree about is not so much opinions as 
facts. Ninety percent of what is discussed in 


theory is dynamically and psychoanalytically 
oriented, as in this book. What is actually prac- 
tised in trials and prisons, however, is 90% 
based on a psychiatry which recognizes only 
3 or 4 diagnoses—and those only when they 
lead to totally disabling and deteriorating 
conditions. This psychiatry, or alienism, is more 
rigid and antiquated than the McNaghten 
rules of the lawyers. Just now a young man 
clearly suffering from catathymic crisis was 
permitted to commit suicide in the Massachu- 
setts death house. 

Like many other psychiatrists, the author 
condemns the McNaghten rules totally and 
unconditionally. Long experience has taught 
me, however, that many other things come 
first, before a change in the legal definition of 
insanity can do any good whatsoever. I have 
taken comfort from the fact that men like 
Sir Norwood East, Professor Jerome Hall and 
Dr. Clarence B. Farrar share this view. Un- 
fortunately serious books like this by Dr. 
Roche are conditioning judges and the legal 
profession to accept subjective and highly 
individualistic reasoning. That interferes with 
democratic justice. A more objective and 
strictly social orientation would be necessary : 
clinical facts instead of speculations. As far as 
the role of the psychiatrist in the trial is con- 
cerned, it is of course not easy for psychiatrists 
used to sitting behind a couch or an electro- 
shock machine to testify from a witness stand 
in court. They find it hard to forego their 
highly individualistic authoritarianism. But do 
not the often friendless and moneyless men- 
tally diseased persons who have fallen into 
crime need somebody in the trial to fight for 
their right to live ? 

The Isaac Ray lectures so far have pre- 
dominantly leaned toward the point of view 
expressed by Dr. Roche. They have not faced 
the grave abuses of psychiatry, and have 
leaned heavily on the subjective and individual- 
istic side, finding more to criticize in the law 
than in the present state of psychiatry itself. 
The point of view of the as yet small minority 
which demonstrates by clinical research the 
dialectic interaction between conscious, un- 
conscious and social forces in the causation of 
crime, has never found expression in these 
lectures. Perhaps it is good so. Perhaps the 
super-analytic, super-individualistic trend will 
have to run its course before a more strictly 
objective clinical and social standpoint is 
necessitated by the very jungle of legal in- 
sanity which now prevails. 


FREDERIC WERTHAM, M.D., 
New York, N. Y. 
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Tue Drvine Winn: JAapan’s KAMIKAZE Force 
iv Wortp War II. By Rikihei Inoguchi, 
Tadashi Nakajima, and Roger Pineau. 
(Annapolis : United States Naval Institute, 
1958, $4.50.) 

In the last 9 months of World War II there 
occurred one of history’s greatest mass suicides. 
Twelve hundred and twenty-eight Japanese 
Kamikaze pilots flew their bomb laden planes 
on one way flights to crash bomb—or attempt 
te crash bomb—them into U. S. battleships. 
Here was suicide which, as much as any, 
demonstrated the wish to kill and the wish to 
be killed, and which was unsurpassed in mod- 
ern Japanese history. The Japanese “near 
death” tactics of a “death-defying” unit block- 
ading Port Arthur in 1905, and midget sub- 
marines attacking Pearl Harbor in December, 
1941, had left survival chances for the “death- 
defying warriors.” With the Kamikazes there 
was only the certainty that the pilot would die. 
The Japanese Banzai charges had been sud- 
denly ordered, swiftly executed, leaving the 
suicider little chance to dwell on his fate. The 
Kamikazes were systematically organized, and 
were protracted over a period of months. An 
American Admiral, in his foreword to this 
book, recollects, “Among those of us who were 
there, in the Philippines and at Okinawa, I 
dovbt if there is anyone who can depict with 
complete clarity our mixed emotions as we 
watched a man about to die—a man determined 
to die in order that he might destroy us in the 
process. There was a hypnotic fascination to 
a sight so alien to our Western philosophy.” 
The “hypnotic fascination” was that, however 
“alien,” the Kamikazes originated in the death 
instinct that Freud had postulated is in all of 
us, 
How, in this instance, did the death instinct 
gain such dominance ? Written by 2 Japanese 
officers who helped organize the Kamikazes, 
this book is undistinguished in literary style 
and shuns any psychological probing. Yet it 
adumbrates more fully than any previous Eng- 
lish account the topical conditions and some of 
the forces of Japanese culture which fused 
to replace the will to live by a will to die. 

Kamikaze is named for the “Divine Wind” 
that had saved Japan from Mongol invasion 
in 1281. In October 1944, when the Americans 
were invading the Philippines and Japanese 
defeat loomed, Admiral Onishi, an old veteran 
Japanese imperialist, formed 23 young veteran 
Japanese fighter pilots into the first Kamikazes. 
The pilots had seen most of their comrades 
killed in combat, and confronted by prolifer- 
ating American planes and skilled American 
pilots, had felt increasingly impotent. Onishi 


first told them that their suicides would po- 
tently turn the tide of events and achieve vic- 
tory. He then dubbed the pilots “gods without 
earthly desires” (hence immortal), now the 
most important people in Japan, whose deeds 
would be immediately reported to the Emperor 
and nation, and then inscribed in the Yasukuni 
Shrine to Nippon’s departed warriors. Five 
seconds after hearing Onishi’s plan, Lt. Seki, 
chosen to lead the first Kamikazes, replied 
without the slightest falter, “You absolutely 
must let me do it.” And most of the first 23 
seemed to have been equally enthused. 
After the loss of the Philippines, Onishi, no 
longer promising victory, could only tell the 
Kamikazes: “Even if we are defeated, the 
noble spirit of this Kamikaze attack Corps will 
keep our homeland from ruin. Without this 
spirit, ruin would certainly follow defeat.” The 
first eager 23 fliers, now dead, were replaced 
by raw, inexperienced men. “Coercion” was 
used to recruit them—we are not told just how 
this operated, and many of these recruits were 
“disturbed” over the idea of dying ; again we 
are not given details. In the end, we are told, 
these disturbances were resolved and replaced 
by a sort of mania and eagerness to die. Before 
final flight there was the final gesture of a 
glass of wine and a rare final good meal. 
Although we are not given psychological 
profiles of any of the pilots, it seems that, in the 
absence of any hope of victory, an important 
factor which made men Kamikazes was the 
Confucian precept of unquestioning obedi- 
ence to elders and superiors, which, in Japan, 
had been perverted to maintain a rigid caste. 
In the small selection of last letters home to 
parents, while there is no mention of wife or 
sweetheart, there is a constant play of grati- 
tude to the parents, a sense of not having 
performed well for them that now, responding 
to Admiral Onishi’s summons, will be rectified. 
Wrote one pilot : How I appreciate the chance 
to die like a man! . . . thank you, my parents, 
for the 23 years during which you have cared 
for me and inspired me. I hope that my present 
deed will in some small way repay what you 
have done for me.” There is a suggestion 
that hostility to a parent may be expressed in 
a Kamikaze act : a pilot “brought up by a step- 
mother, his youth had not been a particularly 
happy one” writes his father: “as death ap- 
proaches my only regret is that I have never 
been able to do anything good for you in my 
life . . . During my final plunge, though you 
will not hear it, you may be sure that I will 
be saying ‘chichiue’ (revered father) to you, 
and thinking of all you have done for me.” 
By August 1945, the 1,228 Kamikazes had 
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sunk 34 U. S. ships, damaged 288, taken a 
heavy toll of U. S. life, and completely failed 
to halt the American advance. Then the 
Emperor ordered surrender and Onishi com- 
mitted hari-kari. 

Thanatos versus Eros! After the war Jap- 
anese Eros reacted against Kamikaze Thanatos, 
and many Japanese criticized the Kamikazes, 
Wrote the Japanese philosopher Suzuki: The 
Japanese military, in asking the people to obey 
them, presented them with the Samurai ideal 
of killing and dying, with ideas of “divine 
glory of his Majesty” “the Divine nation” “the 
Holy war,” with gods of war, all of which were 
the products of Japan’s insularity. But, writes 
Suzuki, the military neglected or ignored such 
truly universal ideas as “love, humanity, and 
mercy.” Yet, in 1959 a Tokyo psychiatrist, 
Dr. Tsunehisa Takeyama, pointed out that in 
Japanese culture the Thanitos, which pro- 
duced the Kamikazes, is today responsible for 
Japan’s high rate of suicide. Though Japanese 
youth no longer commit suicide in airplanes, in 
the 15-25 age group (the age group of the 
Kamikaze pilots) suicide, taking precedence 
over death by accidents and tuberculosis, is 
the leading cause of death. 

Raupu Co p, Jr., M.D., 
Boston, Mass. 


Procress IN PsycHorHeraPy, Vou. 3: TECH- 
wiguES OF Edited by 
Jules H. Masserman, M.D., and J. L. More- 
no, M.D. (New York : Grune and Stratton, 
1958, pp. 324. $8.50.) 

By this time the rationale for the publica- 
tion of the annual volume on progress in 
psychotherapy scarcely needs explanation or 
justification. These selections from very broad 
areas in an even broader field provide the 
busy psychiatrist with an excellent, well-chosen 
cross-section of modern activities and thinking 
in the admittedly difficult and confusing field 
of psychotherapy. In this reviewer’s opinion, 
Drs. Masserman and Moreno have constantly 
done an excellent job in selecting significant 
material and arranging it in such a way as to 
make it useful to the reader. 

As in previous volumes, the present one is 
divided into several parts : in this case, “His- 
tory,” “Rationale and Methods,” “Special 
Techniques,” “Psychopharmacology,” and “De- 
velopments Abroad,” with, of course, au- 
thor and subject indices covering the entire 
volume. 

In the first section on the history of psycho- 
therapy, Drs. Vieth and Lewis provide 2 
articles which concisely summarize the history 
of psychotherapy with some new and colorful 


anecdotes on temple inscriptions and descrip- 
tions of mental disorders. 

In the second section, “Rationale and Meth- 
ods,” the articles by Frank and Diethelm 
really belong together since they have to do 
with dynamic psychotherapy, particularly as 
it relates to the interreaction between the 
therapist and the patient and the biases which 
each brings to this relationship. Ehrenwald 
takes up another aspect of an area in which 
both Dr. Frank and Dr. Diethelm have indi- 
cated some interest ; namely, the problems of 
scientific methodology in psychotherapy. The 
use of the family group and family therapy 
and the general problem of the social aspects 
of psychotherapy in the United States are 
covered in the articles by Ackerman and 
Behrens, on the one hand, and Redlich on the 
other. All these papers have in common a 
very important emphasis on the desirability 
of eliminating doctrinaire influences wherever 
these are found to operate against the vitality 
which should be the essence of psychotherapy. 

The last paper in this section on psycho- 
drama by Moreno could have been placed in 
the next section, but since it deals with funda- 
mental rules of psychodrama, probably could 
justifiably be included here. The detailed dis- 
cussion of various psychodramatic techniques 
and some definitions of specific sub-techniques, 
will prove interesting to most readers. 

In the third section on special techniques, 
there is a smorgasbord which ranges from 
linguistics through projective tests, music 
therapy, dance therapy, and such matters as 
psychotherapy from the point of view of nurs- 
ing and marriage counselling, and moves on 
into such special fields as psychiatry and the 
ministry, the psychiatry of the adolescent, 
“bifocal” group therapy, and the special prob- 
lems of rehabilitation and military service. 
Various matters are admirably discussed in a 
series of short articles by extremely competent 
authors. 

The anthropological approach which is dis- 
cussed in a short paper at the end of this 
section, actually concentrates on a very small 
portion of the anthropological approach as 
might be expected in a section which attempts 
to provide the reader with a taste of the vari- 
ous approaches. It is, however, useful to con- 
sider anthropology in connection with the spe- 
cific problems of marriage and the use of this 
point of view in evaluation of clinical material. 

In Section Four, “Psychopharmacology,” 
there are excellent summaries of the various 
present developments in psychopharmacology 
and in the biological and pharmacological as- 
pects of schizophrenia. Of considerable general 
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use are articles by Kurland on the placebo, 
and Wickler on the methodology of research. 

In the last section there are 6 papers dealing 
with developments abroad, the first of which 
is general in flavor, the others being specifically 
directed at situations in various countries. This 
is a move in the direction of psychiatric under- 
standing across borders which justifies a good 
deal of underlining and emphasis in all of our 
literature. Dr. Masserman, in his summary 
of the section on psychotherapeutic progress 
in Latin America, makes an eloquent plea for 
better interchange of written communications, 
better translation services, and increased visits 
by psychiatrists of the various countries so 
that communication can be improved and 
maintained. 

In essence, this volume of Progress in Psy- 
chotherapy continues to provide a useful serv- 
ice to readers in psychiatry and is a worthy 
addition to the series of volumes edited by 
Drs. Moreno and Masserman. 

C. H. Harpy Brancu, M.D., 
University of Utah 


Procress In PsycHoTHerAPy, VoL. 4: SOcIAL 
PsycuotueraPy. Edited by Jules H. Mas- 
serman, M.D., and J. L. Moreno, M.D. 
(New York: Grune and Stratton, 1959, 
pp. 361. $8.75.) 

The fourth volume in this series is now 
available and its contents include an introduc- 
tion by J. L. Moreno; sections on Fundamentals 
of Psychotherapy ; Methods of Social Psycho- 
therapy ; Special Techniques ; Developments 
Abroad ; and a final section, Review and In- 
tegration, consisting of an article by Jules H. 
Masserman, “Science, Psychiatry and Religion.” 
The intervening four parts contain more than 
35 articles by specialists in psychotherapy. 

A.C. 


SELECTED Waritincs oF JoHN HucHuincs Jack- 
son. Edited by James Taylor. 2 vols. (New 
York: Basic Books, pp. 500 and 510. 
$15.00 the set.) 

From the middle of the 20th century it is 
difficult to comprehend the magnitude and 
importance of the contribution of John Hugh- 
lings Jackson. In 1859, at the age of 24, he 
went to London, uncertain whether he should 
practice medicine or study philosophy. Fortu- 
nately he did both, becoming interested in 
the organization of the brain and the relation- 
ship between structure and function. 

Jackson arrived in London at the beginning 
of the revolution of medical thought that gave 
birth to modern scientific medicine. Virchow 
had published his Cellular Pathology the pre- 
ceding year, but the work of Pasteur and Koch 


was still a decade away. During the year that 
Jackson moved to London Darwin published 
On the Origin of Species, which caused a phil- 
osophical and theological controversy that is 
still reverberating. That same year the National 
Hospital, Queen Square, was founded, but it 
was not till 1862 that Hughlings Jackson was 
appointed to its staff. Even before this his in- 
terests were directed toward the nervous sys- 
tem. At that time nothing was known of cere- 
bral localization, and Jackson’s conclusions re- 
garding the motor cortex antedated by several 
years the experimental demonstrations by 
Fritsch and Hitzig. Jackson’s careful, syste- 
matic observations, coupled with his brilliant 
interpretations of their significance, quickly 
placed him in the forefront of neurological 
thought. He was not content to report isolated 
facts, but utilized his philosophical training and 
produced and integrated concept of the rela- 
tion between brain, mind, consciousness and 
body. 

This philosophical approach has had a wide- 
spread influence on neurological thought, 
while his writing on the organization of the 
mind and levels of integration form the basis 
for much of the modern psychiatric theory. 

Jackson published more than 350 papers, 
many of them in obscure journals with a 
limited circulation, so that much of his work 
is not readily available. Realizing the impor- 
tance of his contributions two volumes, 
amounting to about 1,000 quarto pages, were 
published by James Taylor in 1931. The de- 
mand was large and it has been out of print 
for several years. The republication of these 
volumes emphasizes the importance of Jack- 
son’s work. Although some of the details of 
his physiological conclusions are no longer ac- 
cepted, his views upon the organization of the 
mind and its relation to the nervous system 
are valid. Every neurologist and psychiatrist 
will find a study of these papers quite reward- 
ing. 

Joun Scott, M.D., 
University of Toronto, 
Toronto, Can. 


VERDICT FoR THE Doctor. By Winthrop and 
Frances Neilson. (New York: Hastings 
House, 1959, pp. 1x + 245 incl. bibliogr. 
and index. $4.50). 

This is the story of a cause célébre of par- 
ticular interest to physicians, lawyers, journal- 
ists, sociologists, and any one who would like 
to read a profoundly moving story that happens 
to be true. It is of special interest to psychia- 
trists because it is the case of Benjamin Rush, 
who after long enduring malicious attacks in 
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print by an English free-lance writer, William 
Cobbett, finally brought suit charging libel, and 
was vindicated. 

The case came to trial before the Supreme 
Court of Pennsylvania, Friday, December 13, 
1799, in the celebrated State House, now In- 
dependence Hall. 

The main issue was Rush’s theory of treat- 
ment—heroic purging and copious bleeding— 
particularly as practiced by him during the 
frightful yellow fever epidemics in Philadelphia 
in 1793 and again in 1797. “The times are 
ominous indeed, when quack to quack cries 
purge and bleed!” This statement, with ob- 
vious reference to Rush, was quoted from Cob- 
bett’s writings by plantiff’s counsel during the 
trial. Defence counsel argued that this and 
many other intemperately abusive expressions 
used by Cobbett were not intended as personal 
attacks on the doctor but on his system of 
medicine which not only the defendant but 
some of the well known doctors of the com- 
munity condemned. This was a weak defence 
however in the light of another quotation from 
Cobbett’s writings referring to Rush: “I will 
persecute him while living, and his memory 
after death.” 

Cobbett was a fiery tempered Englishman 
who was most happy when he could attack 
some one or some thing. He had set up a print- 
ing establishment and bookstore in Philadel- 
phia and brought out a periodical publication 
which he called Porcupine’s Gazette. He had 
adopted the pen name Peter Porcupine as 
fairly suited to his personality. Freedom of 
speech and freedom of the press received 
exaggerated reverence at that period in Ameri- 
can history, and Dr. Rush and his family had 
been caused untold suffering by the venomous 
assaults in Porcupine’s Gazette. No credit was 


given to the fact that during that awful sum- 
mer of 1793 when all who could were fleeing 
from the afflicted city, Benjamin Rush was one 
of the few who remained at their posts, suffered 
himself from the contagion, and in entire ignor- 
ance of the cause of the epidemic, applied the 
measures he considered to be empirically the 
most useful. 

When the evidence was all in Judge Ship- 
pen’s charge to the jury amounted to convic- 
tion of the defendant, who five days before 
the trial had left his case in his lawyer's hands 
and fled to New York. The judge pronounced : 
“The counts laid in the declaration are fully 
proved by the publications, which are certainly 
libelous. . . . The liberty of the press, gentle- 
men, is a valuable right in any free country, 
and ought never to be unduly restrained. But 
when it is perverted to the purpose of private 
slander, it then becomes a most destructive 
engine in the hands of unprincipled men.” He 
instructed the jury that it was proper to give 
not only “compensatory, but exemplary dam- 
ages, thus stopping the growing progress of 
this daring crime.” 

It was candle light when the jury returned. 

“The verdict of the jury was in favor of Dr. 
Benjamin Rush, in the sum of five thousand 
dollars.” 

Cobbett in New York became only more em- 
bittered. He started another newspaper which 
he called the Rushlight, and continued his at- 
tacks on Rush more venomously than before. 
Threatened however with further legal action 
he found it expedient to return to England, 
where after various ups and downs, including 
two years in Newgate Prison on a charge of 
sedition, he eventually became a member of 


Parliament. 
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Better protection against relapse with Compazine* Spansule' capsules 


With ‘Compazine’ Spansule capsule therapy you maintain firmer and more 
continuous control of psychotic behavior than with usual tablet therapy 
Hard-won control of psychotic behavior is too often jeopardized by sudden falls in 
drug levels due to skipped or forgotten doses of t.id. and q.i.d. tablet medication. 


Because one ‘Spansule’ capsule sustains an unvarying therapeutic level of “Compazine’ 
for 10 to 12 hours, ‘Compazine’ Spansule capsule therapy protects your patient from 
these sudden falls in drug levels that may lead to a breakthrough of symptoms. 


Administered only qizh, “Compazine’ Spansule capsules help you maintain con- 
tinuous, all-day and all-night control of psychotic behavior. 


Available: NEW 75 mg. “‘Compazine’ Spansule capsules—also in strengths of 10 mg., 
15 mg. and 30 mg. 


If it’s a ‘Spansule’ brand capsule, it’s made and marketed only by 
Smith Kline & French Laboratories 


first ¥ in sustained release oral medication 


*T.M. Reg. U.S. Pat. Off. S.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


Vis 4 
ad 


13 New Books for Psychiatrists 


Published in September, October 
and November 1959 


FARBER—Naturalism and Subjectivism. By Martin Farber, Univ. of Buffalo. 
Pub. '59, 400 pp., (ALS Phil.) , $9.50. 


FISHER—Child Research in Psychopharmacology. By Seymour Fisher, Na- 
tional Institutes of Health, Bethesda, Maryland. 


FORD—Diseases of the Nervous System: In Infancy, Childhood and Adoles- 
cence. (4th Ed.) By Frank R. Ford, John Hopkins Hosp. 


GRINKER—Neurology. (5th Ed.) By Roy R. Grinker, Michael Reese Hosp., 
Chicago; Paul C. Bucy, Northwestern Univ., and Adolph L. Sahs, State Univ. of 
lowa. 


LUCHINS—A Functional Approach to Training in Clinical Psychology. By 
Abraham §. Luchins, Prof. Psychology, Univ. of Miami. 


MARMER—Hypnosis in Anesthesiology. By Milton J. Marmer, Univ. of Calif., 
Los Angeles. Pub. 59, 168 pp., $6.75. 


MEARES—Shapes of Sanity: A Study in the Therapeutic Use of Modeling in 
the Waking and Hypnotic State. By Ainslie Meares. 


REZNIKOFF & TOOMEY—Evaluation of Changes Associated with Psychi- 
atric Treatment. By Marvin Reznikoff and Laura C. Toomey, both of Institute 
of Living, Hartford, Connecticut. Pub. ‘59, 132 pp., $4.50. 


SCHNECK—A History of Psychiatry. By Jerome M. Schneck, State University 
of New York. 


W ALDER—Drive Structure and Criminality. By Hans Walder, Zurich, Switzer- 
land. Translated by Marvin W. Webb, V. Adm. Med. Center, Bay Pines, Fla. ( Amer. 
Lec. Psychology ) 


WERSHUB—Sexual Impotence in the Male. By Leonard Paul Wershub, New 
York Medical College. 


WINTERS—Crime and Kids: A Police Approach to the Prevention and 
Control of Juvenile Delinquency. By John E. Winters, Metropolitan Police Dept., 
Washington, D. C. Pub. '59, 176 pp., 8 il., ( Police Science Series) $5.25. 


VON BONIN—Some Papers on the Cerebral Cortex. Trans. by Gerhard von 
Bonin. 


CHARLES C THOMAS e PUBLISHER 301-327 East Lawrence Avenue SPRINGFIELD e ILLINOIS 
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The patient who 


responds best to 


your skill is the 


patient in whom 
anxiety and tension 
don’t interfere 


with your treatment. 


EQUANIL* 


meprobamate Wyeth 


Philadelphia 1, Pa. 
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- EXTENDING STELAZINE’S USEFULNESS IN PSYCHIATRY ey 


mg. TABLETS 
STELAZINE* 


brand of trifluoperazine 


In very low doses (2 to 4 mg. daily) ‘Stelazine’ has been proved 
effective in the treatment of anxiety as seen in private practice and 


outpatient services. 


Moreover, it has been demonstrated that ‘Stelazine’ is particularly 
useful when anxiety is expressed as apathy, listlessness and loss 


of drive. 


Clinical trials in more than 12,000 patients suffering from anxiety have demonstrat- 
ed Stelazine’s effectiveness in the treatment of this syndrome, particularly when 
it is accompanied by defense mechanisms such as apathy, listlessness and loss of 
drive. On ‘Stelazine’, most patients experience relief of anxiety, recovery of drive 
and an improved mental outlook. Also, with symptoms reduced, they are often 
more willing to accept psychotherapy. 


Administration and Dosage: In the treatment of anxiety, the usual starting 
dosage is 1 mg. orally b.i.d. Usual optimum dosage is 2 mg. to 4 mg. daily. Be- 


cause ‘Stelazine’ is inherently long-acting, symptoms are usually controlled with 
convenient b.i.d. administration. In some cases, once-a-day administration will 
provide adequate maintenance therapy. 


Side Effects: In the recommended oral dosage range of 2-4 mg. daily, side effects 
are usually minor and transitory and rarely affect the course of therapy. Oc- 
casional instances of drowsiness, dizziness and stimulation may be observed; 
rarely, symptoms of an extrapyramidal nature may occur. 


Available: 1 mg. tablets in bottles of 50 and 500. 


For further information, see available S.K.F. literature. 


Smith Kline & French Laboratories Ye leaders in psychopharmaceutical research 
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brand of phenelzine dihydrogen sulfate 


rapidly effective— antidepressant 
response often within a few days; complete 
remission usually within 2 to 6 weeks, in 4 
out of 5 patients.!-5 


low toxicity — no significant reports of 
toxicity to liver, blood or kidneys; side ef- 
fects only occasional or mild in 3 years of 
exacting clinical trial and in thousands 
of cases to date.!-4 


corrective — helps remove the depres- 
sion, rather than merely masking the 
symptoms...this well tolerated yet potent 
monoamine oxidase inhibitor passes the 
blood-brain barrier rapidly with preferen- 
tial distribution to the brain—not the liver 
...restores the mild-to-deeply depressed or 
suicidal patient without institutionalization 
and without recourse to ECT in most cases.!* 


simple dosage schedule_; tab. 
let 3 times a day. 


Indications: For the office or hospital treat- 
ment of mild to severe depressions, endog- 
enous or reactive, and in depressions 
associated with chronic diseases such as 
angina pectoris and rheumatoid arthritis. 
Improves the depressed phase of affective 
(manic-depressive) psychosis, and relieves 
the depression of catatonic schizophrenics, 
although not affecting the psychosis per se. 


Side Effects: Occasionally postural hypo- 
tension is seen, particularly in those patients 
whose pretreatment pressure is low. Infre- 
uently reported nausea, ankle edema, 
pn micturition or constipation is man- 
aged by appropriate adjunctive therapy, or 
will abate when dosage is reduced to 
tenance level. 
Dosage: One tablet three times a day. 
Maintain until remission of symptoms, 
which may require 2-6 weeks; then reduce 
to a maintenance level of 1 or 2 tablets a 
day. For the occasional patient who does 
not respond to the above starting dose, an 
additional one or two 15 mg. tablets may 
be given at bedtime. 


Supplied: Orange-coated tablets, each con- 
taining 15 mg. of phenylethylhydrazine 
—_— as the dihydrogen sulfate. Bottles 
0 


Caution: Even though there have been no 
significant reports of toxic effects on the 
liver with the use of Nardil, as a matter of 
caution patients should be carefully fol- 
lowed with liver profile studies and the drug 
should be withheld or used with extreme 
care where the patient has a history of liver 
disease or where liver damage is present. 
Also, hypotensive patients should be under 
close medical supervision. 

references: 1. Sains, A.: The 


Phrenopraxic 
of a Non-noxious Antidepressant, Aan. New York Acad. 
Sc. (in press) 1959. 2. Thal, N.: Cumulative Index of Anti- 


Dis. Nere. 20:197 (May) 
1959. 3. Saunders, J. C.; Rouk R. W; Kline, N. S., 
Bailey, S. d°A. : Clinical Results with Phen- 


elzine, Am. J. Psychiat. 116:71 (July) 1959. 
4. Arnow, L. E.: Phenelzine: A Therapeu- i 

xon, H. H., Jr.: Tension Fatigue States on 
and Their Adjunctive Treatment Using 


Nardil, Ci Med., 6:1579 (Sept.) 19599, 
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Safely controls the t ” 
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to fit the promise to your practue 


The Major Advantages of Permitit: 


a Unusually safe, fractional milligram dosage. Made possible by Permirit’s 
greatly enhanced activity”, rapid onset and prolonged duration of action. 


a Unparalleled freedom from depressant effects. Many of the annoying 
side effects of the other phenothiazines, which are dosage-related, occur less 
frequently or not at all with Permitit. Thus Permirit alleviates symptoms 
of anxiety without producing drowsiness, impaired alertness or slowed 
intellectual function. 

ws Expanded spectrum of “target symptoms”. Anxiety-induced symptoms of 
apathy, reduced initiative and chronic emotional fatigue—often refractory 
to other phenothiazines—[requently respond to Permitit. The patient re- 
gains a more confident outlook and normal drive is restored. 


The Areas of Usefulness for Penmitit: 


s Behavioral disturbances characterized by anxiety, tension, apprehension 
and instability, as well as depressive symptoms associated with anxiety states. 


# Emotional stress accompanying organic disorders and complicating recov- 
ery from, or acceptance of, the underlying condition. 


s Chronic disorders in which anxiety and stress are contributing factors, 
e.g., gastrointestinal dysfunctions, neurodermatitis, asthma, premenstrual 
tension, arthritis, hypertension and tension headache. 


How to Prescribe Permirtiv: 


The recommended dofe for most adults is one 0.25 mg. tablet twice a day. 
This may be increased to qo 0.25 mg. tablets twice a day if required. Total 
daily dosage in excess of 1 mg. should be employed only in patients with 
relatively severe symptoms who have had a trial of lower dosages first that 
were well tolerated but were only partially effective. In such patients, the 
total daily dose may be increased to a maximum of 2 mg., given in divided 
amounts. (Dosage for children has not been established.) 


Side Effects—Infrequent; Contraindications—Minimal: 


At the recommended dosage of Permitit, side effects have been observed 
infrequently or not at all. Permitit, as with other phenothiazines, is con- 
traindicated in severely depressed states. 

Available in Tablets of 0.25 mg.; bottles of 50 and 500. 


References: 1. Freyhan, F. A.: Psychopharmacology Frontiers, Boston, Little, Brown & Co., 1959, p. 7. 
2. Ayd, F. J.: The current status of major tranquilizers, in press. 
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fo facilitate psychotherapy jn the emotionally disturbed child, and to enable 
him to lead a stable life during such therapy, adjunctive treatment with PRrozine 
is often advantageous. In reporting on 176 disturbed children who received Prozine, 
Ehrmantraut et al.' found that 85.8 per cent showed moderate to marked improve- 
ment in behavior reactions and adjustment to institutional care. 


Prozine, designed for the treatment of moderate to severe emotional disturbances, 
helps control psychomotor agitation as well as anxiety and tension. 


1. Ehrmantraut, W., et al.: Scientific Exhibit Presented at the District of Columbia 
Medical Society Meeting, Nov. 24, 1958, Washington, D.C, 
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New Basic Books 


for the Psychiatrist 


PRELOGICAL EXPERIENCE 

By Edward S. Tauber, M.D. and Maurice R. Green, M.D. 

Two psychoanalysts draw on extensive clinical and experimental data to demonstrate 
how the operation of prelogical phenomena may be inferred or detected. “A pioneering 
endeavor, carried cut with intelligence, scientific probity, and courage...A classic 
in its own and allied disciplines.” William V. Silverberg, M.D. $3.75 


METAMORPHOSIS 

By Ernest G. Schachtel 

How does adult man become what he is, how do his conflicts, his capacities and his 
limitations become what they are? This brilliant new work sheds light on the conflict 
of human development and the psychology of creativity. The focus of the analysis is 
the development of crucial factors in affect, perception, attention and memory. $6.00 


MY NAME IS LEGION 

By Alexander H. Leighton, M.D. 

Drawing upon the findings of the famous Stirling County Study—a project in which 
he has headed a team of over 100 psychiatrists, psychologists, sociologists, anthro- 
pologists and other professionals—Dr. Leighton makes a major contribution to the 
understanding of the intricate relationships between socio-cultural environment and 
the incidence of psychiatric disorders. $7.50 


Recent publications 


PAIN AND PLEASURE 

By Thomas S. Szasz, M.D. 

A fascinating study of the psychology of 
bodily feelings. “Should be read by all be- 
havioral scientists and particularly those 
concerned with refinements of psychoanaly- 
tic theory and psychosomatic medicine.” 
American Journal of Psychotherapy. $5.50 


THE TEACHING AND LEARNING 

OF PSYCHOTHERAPY 

By Rudolf Ekstein and 

Robert Wallerstein, M.D. 

The theory and techniques of teaching psy- 
chotherapy by supervision—based on ten 
years of experience at The Menninger 
Foundation. $6.50 


PERSONALITY PATTERNS OF PSYCHIATRISTS 


By Robert R. Holt and Lester Luborsky 


“The definitive work on selection procedures for psy- 
chiatric residents ... Absorbing, clearly written, a genuine 


contribution.” Robert P. Knight, M.D. 


Basic Books, Publishers, 59 Fourth Avenue, New York 3, N.Y. 


$7.50 
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thymoleptic 


brand of imipramine HCl 


Specific in Depression 


Produce remission or improvement in 
70-85% of cases 


Act effectively in all types of depression 


Afford equally good results in severe 
as in mild cases 


Achieve therapeutic benefit with minimal risk of 
serious side reaction 


Indications for Tofranil include: 


Endogenous Depression, Reactive Depression, Involutional Melancholia, Senile Depres- 
sion, Depression associated with other Psychiatric Disorders. 


Availability: Tofranil (brand of imipramine HCI) tablets of 25 mg. bottles of 100. Ampuls 
of 25 mg. (for intramuscular administration only) cartons of 10 and 50. 
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inhibitor 


not 


Inhibit monoamine oxidase either in 
brain or liver with its associated risks 


Produce dangerous potentiation of other 
drugs such as barbiturates and alcohol 


Act by producing undesirable central 
nervous stimulation leading to agitation 
and excitement 


Cause disturbance of color vision 


The efficacy of Tofranil is attested by more than 50 


published reports and confirmed by clinical experi- . 
ence in more than 50,000 cases. 
Detailed Literature Available on Request. 
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COMPREHENSIVE, 
THREE-LEVEL TREATMENT 
OF DEPRESSION 


AND ASSOCIATED ANXIETY 
AND PHYSICAL TENSION 


RELIEVES DEPRESSION 

including symptoms such as crying, 
lethargy, loss of appetite, insomnia 
RELIEVES ASSOCIATED ANXIETY 
with no risk of drug-induced depression 
RELIEVES ASSOCIATED 
PHYSICAL TENSION 

by relaxing skeletal muscle 


hypothalamus 


thalamus and 
limbic system 


spinal cord 


“Depror 


benactyzine + meprobamate 


= confirmed efficacy 
= documented safety 
SUPPLIED: Bottles of 50 light-pink, scored tablets 


COMPOSITION: Each tablet contains 1 mg. benactyzine HCl 
and 400 mg. meprobamate 


(ify WALLACE LABORATORIES + New Brunswick, N. 7. 


T rrave-mank c0-9290 


f 
ive 
~ 


SAFER ELECTROSHOCK THERAPY 
ultra-short-acting 
Skeletal muscle 


relaxant ‘AN ECTI 


Succinylcholine Chloride 


. 60 Seconds After Injection 
shock given 
phase be 


90 Seconds Aftef Injection 


approximately 3 minutes average) 


ra pi d Comments from the literature: 


.. method of choice.” 


relaxation Havens, L. L.: Dis. Nerv. System 19:1 (Jan.) 1958. 


.. recommend its use.” 


Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


rapid 


. treatment of choice.” 


re ie ove ry Michael, K. D., and Wunderman, D. C.: J. Nerv. & Ment. 


Dis. 126:535 (June) 1958. 
” 
. irrespective of age. 
Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb.) 1955, 
Complete literature available upon request. 


‘Anectine’™™ brand Succinylcholine Chloride 
Injection: 20 mg. in each ce., multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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MODEL SOS PROVIDES FOR ALL THE F 
Se. 
ULSIVE THERAPIES ELECTRO-SLEEP THE therapeutic ‘eficiency) he 
b RAPY FOt ncy)* NON- 
Coma (and other respiratory presi FOCAL TREATMENT (unilateral 
_ LOGICAL CONDITIONS + POST-CONVULSIVE SEDAC (for anxious 


faster therapeutic response with 


REITER MODEL SOS 


the one instrument combining 
the strongest convulsive currents with 
powerful yet gentle sedative currents 


exceptionally fast clinical therapeutic response 


¢ most efficient convulsive currents result in minimal 
side effects—apnea, thrust, confusion and treat- 
ment-generated anxiety are negligible 


¢ patients are quickly clear and bright following 
treatment 


e difficult cases have responded to SedAc deep sleep 
therapy—powerful, deep, effective yet safe treat- 
ments are easily applied 


e SedAc current establishes better transference — 
patients become communicative 


* anxious aversion to EST minimized by gentle 
SedAc current 


¢ one-knob, with safety lock, controls convulsive and 
sedative currents 


* clinical studies have evaluated a new measurement 
procedure to determine areas of cerebral damage 
and the degree of malfunction 


Model SOS cortains the Reiter unidirectional currents and three SedAc 
ranges as part of the single selector control. Other models available are: 
1. Model S containing only the unidirectional currents; 2. SedAc (attach- 
ment) to be used with Model S; 3. SedAc (self-powered) an independent 
instrument. 


Only Reiter, the original unidirectional current electrostimulators, are 
authentically backed by extensive clinical experience with over 200 references 
in literature and text-books. 


Literature and bibliography on request. 


REUBEN REITER, Se.D. 


64 WEST 48th STREET, NEW YORK 36, N. Y. 
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help 

for the 
alcoholic, 
acute 


or 


chronic 


In the acute alcoholic state 
SPARINE alleviates nausea 
and vomiting, agitation 
and tremulousness. 


As an aid in the 
management of chronic 
alcoholism, SPARINE reduces 
or eliminates apprehension, 
agitation and tension; 
contributes toward improved 
patient cooperation 

and abstinence. 


Comprehensive literature 
supplied on request 
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HYDROCHLORIDE Promazine Hydrochloride, Wyett 


XXXV 


ix 

ry. 

j 

— 

INJECTION BLETS SYRUP 
é J : 

| ® 

‘ 
Philadelphia 1, Pa. 


brand of trifluoperazine 


STELAZINE* 


4 


REDUCES DELUSIONS 
AND HALLUCINATIONS 
IN “BACK-WARD” PATIENTS 


‘Stelazine’ 66is a highly potent psychopharmacologic agent, 
particularly effective for the control of delusions and 
hallucinations.9 9 


Feldman, P.E.: An Evaluation of Trifluoperazine in Chronic Schizophrenia, 
in Trifluoperazine, Clinical and Pharmacological Aspects, 
Philadelphia, Lea & Febiger, 1958, pp. 87-97. 


66 Beside the overall calming effect, there occurs the mitigation 
of psychotic traits such as delusional thoughts and complaints 
of hallucinatory experiences. . . .99 


Rudy, L.H.; Rinaldi, F.; Costa, E.; Himwich, H.E.; Tuteur, W., and 
Glotzer, J.: Trifluoperazine in the Treatment of Psychotic Patients, 
Am. J. Psychiat. 115:364 (Oct.) 1958. 


Improvement 66was most striking in the fading of hallucinations, 
cessation of impulsiveness, an awakening of interest, a desire 
to take part in occupations and recreations of various kinds.9 9 


Madgwick, J.R.A.; McNeill, D.L.M.; Driver, M., and Preston, G.C.: 
‘Stelazine’ (Trifluoperazine), A Preliminary Report on a Clinical Trial, 
J. Ment. Sc. 104:1195 (Dec.) 1958. 


Available: Tablets, | mg., 2 mg., 5 mg. and 10 mg. 
Multiple dose vials, 10 cc. (2 mg./cc.) 
Concentrate, 10 mg./cc. (available to hospitals only) 


Smith Kline & French Laboratories Y leaders in psychopharmacology 


*Trademark 
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after centuries of despair ...a hopeful prognosis 


Insane patient 
in “crib” 
at a mental 


The field of psychiatry has come a 
institution, 1882 


long way since crude devices such as 
the “crib,” but it is only in the past 
few years that many fundamental 
changes have been made in manage- 
ment and medication. 


Notable among new therapeutic 
agents is Pacatal. Unlike earlier 
phenothiazine compounds, Pacatal 
normalizes the thinking processes 
of the disturbed patient, yet leaves 
him alert. Rather than just afford- 
ing symptomatic improvement, as 
is the case with many sedatives and 
tranquilizers, Pacatal profoundly 
influences the nature and direction- 
of-flow of the patient's affect, so 
that he becomes more accessible and 
cooperative. 


a significant contribution to psychiatric progress 


for normalization ... not sedation 


Pacatal 


brand of mepazine 


MORRIS PLAINS, 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILLTOWN’ (meprobamate) now available 


in 400 mg. continuous release capsules as 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


e relieves both mental and muscular tension 
without causing depression 


e does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 


Mephrospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both POLENCLES ihe 


WALLACE LABORATORIES, New Brunswick, N. 7. 


CMe-6427 
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brand of biperiden 


PARKINSON’S DISEASE 


postencephalitic — idiopathic — arteriosclerotic 


DRUG-INDUCED EXTRAPYRAMIDAL DISORDERS 


parkinsonism — dyskinesia — akathisia 


MUSCULAR SPASTICITY NOT RELATED TO PARKINSONISM 


ACTION Frequently diminshes akinesia, rigidity, and tremor 
with subsequent improvement in coordinated move- 
ment, gait, and posture. Masklike face disappears. 
Salivation and oily skin are decreased. Oculogyric 
crises are often lessened in intensity and frequency. 


SIDE EFFECTS Minimum (mainly dry mouth or blurred vision). 
DOSAGE Individual adjustment of dosage is necessary in all 
instances. Dose range extends from 2 mg. te 24 mg. 


daily, in divided doses. 


AVAILABLE Supplied as the hydrochloride salt, 2 mg. bisected tab- 
lets, bottles of 100 and 1000. 


Complete information furnished upon request. 


KNOLL PHARMACEUTICAL COMPANY 


(formerly Bilhuber-Knoll Corp.) 
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importan 
new psychoactive 
agen 


@ revitalizes depressed patients elevates 
nood, increases alertness and ability to 
maintain work and social adjustment 


@ relieves pain in angina pectoris 


@ lessens fatigue, aching, stiffness in 
rheumatoid arthritis 


WITHDRAWN BITTER DESPAIRING 


SOMBER HOPELESS CRUSHED 
when the words mean 
depression, 

effective treatment is 


B-phenylisopropy! hydrazine supplied as the hydrochloride 


CATRON is the original brand of §-phenyliso- 
propy! hydrazine. it is supplied as the hydro- 
chloride in press-coated, unscored tablets of 
3 mg. (blue), and 6 mg. (pink), bottles of 50. 


For detailed information, request Brochure No. 19, CATRON. 


LARESIOS’R 
Lakeside Laboratories, Inc., Milwaukee 1, Wisconsin 


56959 
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Resident 


It’s been a long haul, but Walter Gammage, M.D., 
is far better at counting the days ahead than the 
days behind. Just a few months now, and his 
two-year pediatric residency will be over. Lately, 
for the first time in his life, Dr. Gammage has been 
estimating his target date for private practice on a 
calendar he can see and needn’t imagine. 


Dr. Gammage’s residency duties don’t give him 
much time to think about the coming Board 
examinations and the hoped-for certification. There 
are the morning rounds and new patients to see 

and examine. And the conferences with troubled 
parents. And, with it all, the teaching, the Grand 
Rounds, and the incessant studying on-duty and off. 


Dr. Gammage is married. Off-duty to him is time 
shared with the need to qualify for the most 
demanding of all professions. Both Dr. Gammage 
and his wife know it can’t be any other way. They 
reckon the costs of long preparation in delayed 
fullness of family life, in delayed income, in delayed 
repayment of loans. They remember the crushing 
financial burdens that threatened to halt training 
after internship, without pediatric residency. 


Dr. Gammage (that isn’t his real name) is one of 
many objectively selected and highly qualified 
recipients of Wyeth Pediatric Residency Fellowsaips, 
providing $2400 yearly for two years of residency 
training. From the Wyeth Fund for Postgraduate 
Medical Education, these awards and others 

are intended to encourage and strengthen the 
human resources at the service of medicine. 


Wyeth 


Philadelphia 1, Pa. 
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patients' 
became 
easily 
manageable” 


side 
effects’ 

were 
gratifyingly 
low 

in 
incidence” 


with 


Darta 


® 


dihydrochloride 


brand of thiopropazate dihydrochloride 


1. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 


In chronic schizophrenia! 
the normalizing influence of 
Dartal became evident by 
a return to a quiet and 
normally active behavior, 
reduced aggressiveness and 
tension, lessened anxiety 
and delusions, and better 
subjective feeling in 81.5 
per cent of a series of 
fifty-four patients. 


All in this group had been 
refractory to shock therapy, 
hydrotherapy and ataraxic 
drugs, and seven had 
undergone psychosurgery. 


Dartal was preferred by 

the patients to other 
methods of therapy because 
side actions were infrequent 
(occurring in 4 per cent); 
all side effects were 

readily reversible. 


In another study? the drug 
was found particularly 
useful in patients with 
association defect, 
depersonalization and 
anxiety, while patients with 
mood depression did not 
respond. 


The usual dose is one 
10-mg. tablet, one to three 
times daily; individual 
dosage adjustment is, how- 
ever, especially important. 


2. Edisen, C. B., and Samuels, A. S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
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A Modern Psychiatric Institution 
in Montreal, Canada 


A non-profit voluntary institution, for the study, care and treatment 
of emotional, mental, personality and habit disorders. 


On a foundation of dynamic psychotherapy, all other therapies are 
used as indicated. 


Fully accredited for the undergraduate training of residents, psy- 
chologists, social workers and nurses. 


Adequate supervision of the treatments program and therapeutic 
team by the psychiatrist in chief. 


3 CAMILLE LAURIN, M.D. 
CHARLOTTE TASSE, R.N. Scientific Director. 


BERNADETTE LEPINE, R.N. Member of the “Société Francaise de Psy- 
President & Vice-President chanalyse.”” Certified in Psychiatry from the 


ot the Qed oh Misiiens. College of Physicians and Surgeons of the 
Province of Quebec. 


Brochures and rates sent on request. 


ALBERT PREVOST 


6555 Gouin Bivd. West, Montreal, P.Q. Phone RI 4-6481 
Founded in 1919 
ACCREDITED BY THE JOINT COMMISSION 


ON ACCREDITATION OF HOSPITALS. NEURO-PSYCHIATRIC CENTER 
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depressed patient for 
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The problem — The severely depressed patient is 
often not sufficiently approachable and responsive 
to proceed directly with psychotherapy. Moreover, 
the introspection that accompanies analysis may pre- 
cipitate a new episode of depression. Faced with 
such complications, many psychiatrists today preter, 
first, to control depression as a symptom in order to 
gain ground therapeutically. Marplan is consistent 
with, and can be readily coordinated with, almost 
any psychotherapeutic endeavor indicated in a given 
patient. 


The value of Marplan—A new, safer, therapeutically 
more active amine oxidase inhibitor, Marplan has 
been carefully evaluated in over 3700 patients with 
emotional and psychiatric disorders accompanied by 
symptoms of depression, withdrawal or regression. 
The majority (76 per cent) showed significant, at 
times dramatic, improvement!-*; “Depression of 
mood and somatic preoccupation were less pro- 
nounced, concentration improved, irritability less- 
ened and the patients appeared to be more relaxed.”2 
The side reactions of hydrazine therapy are impres- 
sively reduced with Marplan; no instance of liver 
damage attributable to Marplan administration has 


been reported throughout the extensive clinical 
studies. Like all amine oxidase regulators, however, 
Marplan is contraindicated in the presence of liver or 
kidney disease. Complete dosage information, avail- 


able on request, should be consulted before pre- 
scribing Marplan. 


a happy balance @ of safety/potency 


Supplied: 10-mg tablets in bottles of 100 and 1000. 2g Bs 

References: 1.H. F. Darling, W. Kruse, C. F. Hess and M. G. Hoermann, NY RO C I | FE 
Dis. Nerv. System, 20:269, 1959. 2. I. Kimbell, paper read at Coopera- ” 
tive Chemotherapy Studies in Psychiatry, 4th Annual Research Con- TT 7c 
ference, Memphis, Tenn., May 20-22, 1959. 3. Clinical reports on file, LA BORA | ORIES 
Roche Laboratories. 4. L. Alexander and S. R. Lipsett, Dis. Nerv. System, 


20: (Suppl.) 26, 1959. Division of 


Hoffmann-La Roche Inc. 


MARPLANT-™-—1 benzyl ROCHE ® Nutley 10, N. J. 
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ACADEMIC PRESS 


ts pleased to announce two publications 
in the APA Mail Pouch, Movember 


International Review of NEUROBIOLOGY 


Edited by Cari C. Premrer, Emory University 
and Joun R.Smytutes, The Worcester Foundation for Experimental Biology 
Volume 1, September 1959, 383 pp., illus., $10.00 
(Complete list of contents enclosed in the Mail Pouch) 


EXPERIMENTAL NEUROLOGY 


An International Journal 

Editor-in-Chief: F. Winpie, National Institutes of Health 
Volume 1, 1959, 6 issues, $16.00 
(List of contents of Volume 1, Numbers 1-3 enclosed in the Mail Pouch) 


Also just published? : 
Chemical and Molecular Basis of NERVE ACTIVITY 
By Daviv Nacumansoun, College of Physicians and Surgeons, Columbia University 
September 1959, 235 pp., illus., $7.50 


Other important works from our list® : 

The Submicroscopic Organization and Function of Nerve Cells 
Proceedings of the Symposium Held by The Venezulean Institute of Neurology 
and Brain Research, Caracas, 1957 
Edited by H. FerNnAnpez-Moran and R. Brown 1958, 644 pp., dlus., $16.00 

Hormones, Brain Function, and Behavior 
Proceedings of a Conference on Neuroendocrinology Held at Arden House, 
Harriman, New York, 1956 
Edited by Hupson HoaGuann 1957, 257 pp., illus., $800 

Recent Progress in the Endocrinology of Reproduction 
Proceedings of the Conference Held in Syracuse, New York, June 1958 
Edited by Cuartes W. Luoyp 1959, 532 pp., illus., $12.00 

Research Films in Biology, Anthropology, Psychology, and Medicine 
By Anruony R. Mtcuak.is 1955, 490 pp., illus., $10.00 

Recent Progress in Hormone Research 
Proceedings of the Laurentian Hormone Conference 
Edited by Grecory Pincus Volume XV, 1959, 504 pp., illus., $12.50 


Academic Press 
sent upon request New York 


and London 
111 Fifth Avenue, New York 3 
40 Pall Mall, London, S.W. 1 
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Current knowledge and 


The Natural 
History of 
Cerebral Palsy 


By BRONSON CROTHERS, M.D. and RICH- 
MOND S. PAINE, M.D. The authors report 
on a large number of cases studied over a 
period of years, appraising the validity of 
treatment given, and placing special emphasi- 
upon the effect on growth and development of 
fixed lesions arising early in life. $6.75 


Psychological 
Appraisal of 


Children with 
Cerebral Defects 


By EDITH MEYER TAYLOR. A long-needed, 
practical guide that details specific processes 
of evaluation that have proved most useful, 
and places emphasis upon the intellectual and 
socio-emotional development of the child. 
Throughout the approach is person-oriented, 
rather than tested-oriented. A Commonwealth 
Fund Book $8.50 


Longitudinal 
Studies of Child 
Personality 


ABSTRACTS WITH INDEX 
By ALAN A. STONE, M.D. and GLORIA 
COCHRANE ONQUE, M.D. This thorough 
survey provides an analytical bibliography 
summarizing all important research through 
1955. The index is divided by subject matter 
and is a complete reference to the 297 entries 
in the abstract section. A Commonwealth Fund 


Book $5.00 


Through your bookseller, or from 


HARVARD 
University Press 


79 Garden Street, Cambridge 38, Mass. 


therapeutic advances in .. . 
Schizophrenia B 


pHRENA 
AN INTEGRATED scr 
APPROACH 


Edited by 
ALFRED AUERBACK, M.D., 
University of California 
School of Medicine, 
with 15 Contributors 


Sponsored by the American Psychiatric Associa- 
tion, this important new book provides an au- 
thoritative survey of the progress made within 
the past few years in the treatment of schizo- 
phrenia. It integrates the research findings of 
psychiatrists with those of anthropologists, eth- 
nologists, and sociologists in the fields of com- 
munication and intrafamily relationships. 


The book covers the latest psychotherapeutic 
techniques. It reviews Russian developments in 
neurophysiology; outlines current biochemical 
studies on the psychotoxie blood fraction, ta- 
raxein; and appraises the narcoleptic drugs used 
in treatment of schizophrenia. I/lus., 224 pp. $5.50 


Adolescent Aggression 


ALBERT BANDURA, Stanford University, 
and RICHARD H. WALTERS, 
University of Toronto 
Just Published! A revealing study which ex- 
amines the influence of child-training practices 
and family interrelationships on the development 
of antisocial, aggressive behavior in adolescent 
boys. Based on interviews and projective tests 
of boys and their parents, the study employs a 
carefully matched control group. Includes  inter- 
view schedules, rating scales, and thematic de- 
viation tests. A volume in a Series on Psychology 
under the general editorship of Dr. J. McV. Hunt, 
University of Illinois. 72 ills., tables; 530° pp. 


Clinical Studies in 
Culture Conflict 


Edited by GEORGENE SEWARD, 
University of Southern California 
—with 25 Contributors 
This practical casebook is invaluable when treat- 
ment involves problems of culture disturbances. 
Case studies, clinical in nature, are presented by 
psychiatrists, psychologists, and anthropologists 
of wide clinical experience with patients of 
diversified cultural origins. Cases include a 
Spanish-speaking group, the Negr », the American 
Indian, ete. 22 i/ls.; 598 pp. $7 


Order your books from: 


THE RONALD PRESS COMPANY 
15 E. 26th St., New York 10, N. Y. 
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Keep and protect 
your Journals in this new 


VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 
New York 20, N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 


Psychiatrist’s 
World 


The Selected Papers of 
KARL MENNINGER, M.D. 


In a book of surpassing variety and wis- 
dom, Dr. Menninger discourses on man, 
medicine, education, nature, books, and 
crime. These wide-ranging papers allow 
the reader to follow, from inside, one of 
the great careers of our time, and to 
appreciate the force of intelligence and 
character that made it possible. 

Each section of the book shows him in 
one of his many roles: The Man, The 
Clinician, The Theorist, The Teacher, 
The Psychiatrist Afield, The Historian. 
With bibliography, reference notes, index. 


83 papers; 960 pages. $10.00. 


Autographed deluxe edition, 2 volumes, 
boxed, $25.00. 
Edited by 
Bernard H. Hall, M.D. 


Foreword by 
Marion E. Kenworthy, M.D. 


THE VIKING PRESS 
625 Madison Ave., New York 22 
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for the breath 
of life in 
electroshock therapy 

...the AM BU* 
resuscitation and 
suction kit 


@ Hand operated Resuscitator for safe, 
efficient ventilation—with room air or 
oxygen 


© Foot operated suction pump for safe 
aspiration of the airway 
@ No electricity required 


Write for descriptive folder to 
Air-Shields, Inc., Hatboro, Pa. 


/ AiR SHIELDS, J® 


Hatboro, Pa. 


*Trademark 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


Frances M. King, formerly Director of the Seguin School References 


Directors Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


HALL-BROOKE 


An Active Treatment Hospital, \ocated one hour from New York 


A private hospital devoted to active treatment. analytically-oriented 
psychotherapy, and the various somatic therapies 


HALL-BROOKE, Greens Farms, Box 31, Conn. 
Tel.: Westport CApital 7-1251 


George S. Hughes, M.D. Robert Isenman, M.D 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Edward M. Keelan, M.D. 


Louis J. Micheels, M.D. Peter P. Barbara, Ph.D. 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies « Large Staff 
Trained for Team Approach * Supervised Recreational Program 

Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 


Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 


Founded in 1904 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for bonny and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 

peutic treatment for selected cases desiring non-resident care. 
R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 

Medical Director Associate Medical Director 

JOHN D. PATTON, M.D. 
Clinical Director 
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ATTENTION 


Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to include 
medical students; junior and senior internes; 
first, second, and third year residents in 
training; and graduate students in psychol- 
ogy, psychiatric nursing, and psychiatric so- 


cial work. 


In placing your order, please indicate 
issue with which subscription is to start. 


Send subscriptions to: 


THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, in operation since 1940, has 
facilities for the private idential treat t of 
emotionally disturbed children and for the educa- 
tion of retarded children of all ages. 
Specialists on our staff in psychiatry, psychology, 
medicine, social work, speech pathology and spe- 
cial education assure a well-rounded approach to 
the problem of the exceptional child. 

Seven different suburban and ranch units make 
possible the placement of each child in a group 
best suited to his interests, age, ability, develop- 
ment and social adjustment. 

We have recently prepared a comprehensive view 
book for your use in learning more about our 
schools and the services we offer. We invite you 
to write for a copy and also for any particular 
information you desire. 


THE AMERICAN JOURNAL OF Please write: 


PSYCHIATRY 


1270 AvENUE OF THE AMBRICAS 


Mrs. Nova Lee Dearing, Registrar 
P. O. Box 4008 D 


New Yorx 20, New Yor« Austin, Texas 


FOR THE MENTALLY RETARDED 


SIX COMPREHENSIVE PROGRAMS: 


e Observation and Diagnosis 
e Education and Training 
e Residential Supervision 


e Custodial Care 
e Summer Program 
e Psychiatric Treatment Center 


The Training School at Vineland provides care and treatment for boys and 
girls 2 years or older with mental potential of 6 years. Complete profes- 
sional staff. Electroencephalographic and neurological exams, individual 
psychiatric, psychological, physiological, and speech observations and 
therapies. 

The educational program aims at maximum development of each child. 
Training includes self-care; group living; formal classroom education; devel- 
opment of practical habits, attitudes and work skills. 

Children live in homelike cottages on 1600-acre estate. Hospital, school, 
chapel, lake, swimming pools, working farm. 

Research Laboratory famed for continuous study of causes, prevention 
and treatment of mental retardation. Established 1888. 


For information write: Registrar, Box N. 


THE TRAINING SCHOOL AT VINELAND, NEW 


A private, non-profit residential center for the care and treatment of the 
mentally retarded. 
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COMPTON SANITARIUM 


820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — NE 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 


High Standards of Psychiatric Treatment ..... . Serving the Los Angeles Area 
Fully Approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


G. Creswe_t Burns, M.D. Heten Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar ROZETT, M. D. THOMAS P. PROUT, Jr. 
Medical Director Administrator 


Established FALKIRK HOSPITAL 1889 


CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
Devoted to the individual care and treatment of psychiatric disorders. An active therapy program 
and diversified buildings permits classification of patients. 
Located 2 miles north of Harriman Exit (No. 16) N. Y. State Thruway 
50 miles from New York City 
Member N.A.P.P.H. 
fully approved by Central Inspection Board of APA 
accredited by Joint Commission on Accreditation of Hospitals 
T. W. NEUMANN, JR., M. D. PERCY E. RYBERG, M. D. 
Director Clinical Director 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wo tre, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 


Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 


psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 
Harry C. SOLOMON, M.D. GeorGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 
E. JAMEs Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


FraNcis A. O'DONNELL, M. D. RicHARD L. Conpe, M. D. 
Rosert W. Davis, M. D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRING, MD. 


HEmlock 2-1200 


Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Accredited by Joint C ission on Accreditoti 
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WINDSOR HOSPITAL Established 


A Non Profit Corporation 
1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


JOHN H. NIcHOLs, M. D. G. PAULINE WELLS, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


Phone: 
CHestnut 7-7346 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


CHESTNUT LODGE 


DEXTER M. BULLARD, M.D., Medical Director 
MARVIN L. ADLAND, M.D., Clinical Director 
OTTO A. WILL, JR., M.D., Director of Psychotherapy 
DONALD L. BURNHAM, M.D., Director of Research 


CLINICAL ADMINISTRATORS 
MARTIN COOPERMAN, M.D. 
JOHN L. CAMERON, M.D. ROBERT W. GIBSON, M.D. 
JOHN P. FORT, JR., M.D MICHAEL A. WOODBURY, MD. 


ASSOCIATES 


CHARLES A. BAKER, M.D. CLARENCE G. SCHULZ, M.D. 
CLAY F. BARRITT, M.D. HAROLD F. SEARLES, M.D. 
MILTON G. HENDLICH, M.D. JOSEPH H. SMITH, M.D 

JOHN S. KAFKA, M.D. BARBARA S. SOKOLOFF, M.D. 
BERL D. MENDEL, M.D. WILHELM P. STIERLIN, M.D. 
CESAR MEZA, M.D. YVONNE VAN der REYDEN, M.D. 
PING-NIE PAO, M.D. NAOMI K. WENNER, M.D. 


CLINICAL PSYCHOLOGIST 
MARION I. HANDLON, Ph.D. 


INTERNISTS 
CORINNE COOPER, M.D. GLORGE SHARPE, M.D. 


ROCKVILLE MARYLAND 


“ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, ROOM 1817 
New York 20, New York 


Enclosed herewith is $ ... for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume ............ Number 


America Postage $.50 extra. New Volume began July 1959 issue. 
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a “chemical fence” for the alcoholic 


“ANTABUSE” helps the patient resist his compulsive craving for alcohol. With one dose a day 
he finds he cannot tolerate alcohol without experiencing extreme discomfort. By keeping the 
patient away from alcohol, “ANTABUSE” serves as a valuable adjunct to psychotherapeutic 
measures for the correction of underlying personality disorders. 


“Antabuse,” brand of DISULFIRAM (tetraethylthiuram disul- 
fide), is supplied in 0.5 Gm. tablets (scored), bottles of 50 AYERST LABORATORIES 
and 1,000. Complete information available on request. New York 16, N.Y. + Montreal, Canada 
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Therapeutic Education? 
Individual Therapy? 
Environmental Therapy? 


_At Devereux these stock expressions refer to the translation of multi-disciplinary evalu- 
ations into an hour-by-hour schedule in which activities, peer or adult associations, and 
settings are regulated according to a child’s particular needs. 


Devereux does not offer a program into which a child must fit, but for each child 
designs and redesigns a program with rehabilitation in view. Each child accepted is 
placed in a unit with its own home, school, recreational area, and staff, separate from 
units serving children with differing problems. The successes which students experience 
as a result of careful planning of all phases of their life are crucial to the goal of 
promoting physical, social, intellectual, emotional, and spiritual growth. Where indi- 
cated, special psychotherapies complement milieu therapy, which remains the cornerstone 
of the Devereux approach to treatment. 


CLINICAL STAFF. 


J. Clifford Scott, M.D. Lance Wright, M.D. 
Edwin H. Abrahamsen, M.D. F. Ellsworth Henry, S.T.D. 
Aurelio Buonanno, M.D. Milton Brutten, Ph.D. 
Charles M. Campbell, Jr., M.D. William J. Cohen, Ph.D. 
Fred J. Culeman, M.D. Dorothy E. Conrad, Ph.D. 
Ruth E. Duffy, M.D. Sidney L. Copel, Ed.D. 
William F. Haines, M.D. Michael B. Dunn, Ph.D. 
Herbert H. Herskovitz, M.D. Shirley M. Jahnson, Ph.D. 
Robert L. Hunt, M.D. John R. Kleiser, Ph.D. 
Richard H. Lambert, M.D. Murray Levine, Ph.D. 
Leonardo Magran, M.D. Henry Platt, Ph.D. 


Joseph J. Peters, M.D. 
Alvis J. Scull, M.D. 
Jacob S. Sherson, M.D. 
Albert S. Terzian, M.D. 
Walter M. Uhler, M.D. 


Edgar A. Smith, Ed.D. 


George Spivack, Ph.D. 


Herbert A. Sprigle, Ph.D. 
Anne Howe, M.S. 
Kenneth E. Evans, B.S. 


G. Henry Katz, M.D. 
Psychoanalytic Consultant 


SCHOOLS 
COMMUNITIES 
CAMPS 
TRAINING 
RESEARCH 


Tirso L. Vinueza, M.D. 


THE DEVEREUX FOUNDATION 
A nonprofit organization Founded 1912 
Santa Barbara, California Devon, Pennsylvania 


Professional inquiries should be 

Administrative Consultant addressed to ce M. Barclay, Direc- 

tor of Development, or Charles J. 

EDWARD L. FRENCH, PA.D. Fowler, Registrar, Devereux Schools, 

Director western resi- 

ents address Keith A. Seaton, Regis- 

WILLIAM B. LOEB trar, Devereux Schools in California, 
Treasurer Santa Barbara, California. 


HELENA T. DEVEREUX 
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